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FOREWORD 


The Ovuarrerty Review or Surcery, Osstrerrics AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, ete., of the clinies and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


Anesthesia and Analgesia Abdominal Surgery Pancreas 

2. Preoperative and Post- A. Abdominal Wall 10--1. Spleen 
operative Therapy B. Hernia . Proctology 

3. Tumors C. Peritoneum 2. Genitourinary Surgery 
Neurosurgery D. Stomach and 3. Gynecologic Surgery 

. Head and Neck Duodenum . Vaseular Surgery 
Plastic Surgery -E. Intestines 5. Orthopedic Surgery 

Thyroid and Parathyroid Appendix Traumatic Surgery 

. Thoracie Surgery G. Liver and Biliary 7. Miscellaneous 
breast Tract . Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 


the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obstetrics and 
Ciynecology is as follows: 


OBSTETRICS GYNECOLOGY 
Normal Pregnaney Including Diagnostic ‘Tests The Menstrual Cycle 
Pathologic Pregnancy The Vulva and Vagina 
Ectopic Pregnancy, Hydatid Mole, The Uterus Including Cancer 
Chorionepithelioma of the Uterus 

Normal Labor Including Anesthesia The Adnexa (Physiology and Pathology ) 
and Analgesia Operative Gynecology 

Pathologic Labor Including Sterility and Fertility 
Operative Obstetrics Female Urology 

Pathology of Newborn 

The Puerperium 
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tise manner.” — Journal of the American Medical 
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therapy.” Annals of Allergy. (March-April, 1952) 
“The authors have succeeded in organizing, 
summarizing, and assembling into one small volume 


a mass of basic information which is essential for 
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* Extensive bibliography 


© 604 pages 


LEADING MEDICAL JOURNALS WROTE IN THEIR REVIEWS .. . 


the proper appreciation and utilization of antibiotic 
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of Surgery, Obstetrics, and Gynecology. (May, 1952) 


“No physician can afford to be without a copy 
of this volume on antibiotic therapy even though 
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the various manufacturers on the latest treatment 
with their antibiotics.” 
Society. (April, 1952) 


— Delaware State Medical 


¢ 44 illustrations and graphs 
* Comprehensive index 
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SURGERY ABSTRACTS 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


Fluid Volume in Surgical Patients. BRUCK R. HEINZEN, JOHN ©. 
hOVACH AND MARGIE New York, N.Y. Surg. Gynec. & Obst. 96: 
295-98, March 1953. 


A single injection method of measuring the “inulin space” ino surgical patients 
is presented. One thousand mg. of inulin is administered intravenously after 
blood and urine samples have been obtained for measuring preinjection inulinoid 
substances. \ blood specimen is drawn at 10 minutes after injection and a urine 
specimen obtained at 1 minutes. The inulin space is determined by the following 
formula: 1000-mg. inulin in urine plasma inulin in mg. per ee. equals ce. inulin 
space or extracellular fluid. The inulin space measures 16 to 21 per cent total 


body weight and approximately 19 per cent of the estimated lean musele mass or 


fat free solid. Repeated measurements may be made thesame day. The test has been 


found to reflect many changes seen clinically in surgical patients. Fluid loculated 


in closed serous cavities is probably not measured. Such accumulations are not 
considered to be readily available fluid. Tn hypertensive patients the test is more 
valid at 60 to 70 minutes. 3 references. 7 figures. —Author’s abstract. 


32. Technic of Intra-Arterial Transfusion. SAM SEBLEY, RUSSELL M. NELSON 
AND SIGMUND Wesorowski, Washington, D.C. S.Armed Forces Vi. 
FABOL-1B07, December 1952. 


Transfusion of blood has become treatment of choice to combat the effects of 
hemorrhage. Ordinarily it is possible to replace the volume of lost blood by intra- 
venous administration, but there are certain indications for the desirability for 
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intra-arterial transfusion. The basic considerations involved in technic of intra- 
arterial transfusion are the following: 

1. The condition of the patient: The etiologic factors must be assessed before 
instituting arterial transfusion to make certain that other occult factors are not 
the principal causes of shock. Other factors are pneumothorax, pulmonary embolus, 
infection, pericardial tamponade, decreased peripheral resistance, fat embolism, 
dehydration, ete. 

2. Management of the artery: Any artery is satisfactory for arterial transfusion 
inasmuch as there are no valves within the arteries. Especially in shock it| will 
generally be necessary to cut down and expose a peripheral artery. The femoral 
or radial artery are most commonly employed. Tt is important to avoid ligation 
of the artery in order to cut down the instance of ischemic necrosis of the extremity. 
Compression hemostasis is usually adequate after removal of the needle. 


3. The needle: At least a 15 gauge needle should be employed in order to insure 
adequate rate ef blood flow under increased pressure. 

1. The apparatus itself need not be complex: As simple a device as a sphyg- 
momanometer bulb attached to the terminal tubing and adapter from a plastic 
disposable set is adequate in order to pump air into the bottle which will then 
displace the blood into the arterial system of the patient. More complex apparatus 
is employed in many hospitals but one should not withhold an arterial transfusion 
if it is indicated for the lack of special equipment. [tis important to have a hemeo- 
stat at hand and have a physician, or otherwise equally competent attendant, con- 
stantly in presence because of the hazard of air embolism. 

5. The rate and volume of blood administration depends on the response of the 
patient. Blood is given rapidly enough and in a quantity sufficient to restore 
blood pressure, pulse rate, and other vital signs to desired values. When this 
condition has been met, the needle should be withdrawn and maintenance blood 
therapy given by the intravenous route. 


6. The hazards of arterial transfusion are air embolism and arterial damage with 
consequent necrosis of the extremity. Both of these hazards are avoidable if proper 


care and vigilance are exercised. 5 figures. Author's abstract. 


Wf our Metropolitan Hospital we were one of the first to use this type of blood trans- 
fusion in hand infections or any place where there was a break in the administration 
of blood. Since then it has not been used loo often, but there are definite indications, 


33. Review of Deaths from Postoperative Pulmonary Embolism (1950-1951). 
\. PVANS AND IONE HUNTINGTON, Boston, Mass. Lahey Clin. Bull. 8:71 76, 
January 1953, 


Since 1912, when anticoagulation therapy was first used at the clinic, we have 
reviewed our fatalities from this cause annually in an attempt to learn lessons . 
that may point the way to better control of this problem. We depend almost 
entirely on anticoagulation therapy in the treatment of recognized postoperative 
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thrombo-embolic disease. Venous ligation has been confined to those cases in 
which postoperative bleeding might be feared if it became necessary after operation 
to give anticoagulation therapy. This policy has resulted in as few as three fem- 
oral vein ligations during the course of a year on a large surgical service. 

Qur mortality rate for 1910 and 19dL, in the days before venous ligation or 
anticoagulation therapy, was 0.17 per cent and 0.19 per cent, respectively. Ht 
took three years to obtain an appreciable reduction in the percentage of deaths 
from pulmonary embolism, from 0.19 to 0.12 per cent. Six years later, in LOW, 
there were only four deaths in 7,359 surgical procedures, or a percentage of 0.03, 
the lowest point of our mortality rate: since then it has averaged 0.08 per cent, 
This mortality rate is composed almost entirely of patients who died suddenly of 
recognized pulmonary embolism but whom we had no time to treat or of patients 
who died slowly of unrecognized pulmonary embolism and whom we had no chance 
to treat. From 1916 through 1950 there were no deaths from postoperative pul- 
monary embolism in patients whom we had a chance to treat. Two deaths oe- 
curred in in patients who had therapeutic anticoagulation prothrombin 
levels. 

In 1947 an analysis of 52 fatal cases of postoperative pulmonary embolism 
occurring over a period of six years was undertaken. Of these, 85 per cent showed 
warning sigus: (1) fever and tachycardia, (2) varicose veins, (3) previous history 
of thrombosis or embolism, and (1) a warning benign pulmonary embolism. 

In 1950 there were seven deaths from postoperative pulmonary embolism, with 
postmortem proof in six; two of these were unavoidable. In 5 unrecognized and 
untreated fatal cases there were warning signs and symptoms that should have 
made us suspicious. 

In 1951 there were six deaths from postoperative pulmonary embolism in 7,104 
surgical procedures (not counting blood transfusions). One was in a patient with 
an inoperable carcinoma of the lung. In 2 cases thrombo-embolic disease was 
recognized, and the patients were treated with anticoagulants but died in spite of 
a therapeutic anticoagulant effect. In 3 cases, a review of the histories suggested 
certain signs that might have been a warning that these patients required anti- 
coagulation therapy. 

It is practical to treat, prophylactically, only those postoperative patients who 
are suspected of being candidates for thrombo-embolic disease. This includes 
first, those patients who formerly have had venous thrombosis or embolism fol- 
lowing operation or delivery; second, the aged with sluggish circulations or 
arrhythmias, and third, patients with varicose veins. 

Postoperative signs of rise in temperature, increase in pulse or respiratory rate, 
or a combination of any of these three, are to be regarded with supreme suspicion. 
Suffocation spells accompanied by a feeling of apprehension are common unrecog- 
nized signs. The dramatic textbook picture of pleurisy, extreme dyspnea, and 
hemoptysis often is not present. 

Signs of thrombophlebitis in the legs are often absent before pulmonary em- 
bolism. 
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The fact that for four years there were no deaths in the group in which benign 
pulmonary embolism was treated, in which group one third of the patients may 
be expected to die from a recurrent fatal pulmonary embolism, proves to us the 
efficacy of anticoagulation therapy. | reference. 3 tables. Author's abstract. 

Prevention ts worth a pound of cure. These deaths occur very suddenly, even if the 
nurse sleps oul of the room for a minute. Symptoms should be watched very carefuily. 


$4. Prevention of Pulmonary Complication in Abdominal Surgery. s. H. BABING- 
ron. Berkeley, California. J. Internat. Coll. Surg. 18:886-90, December 
1952. 

There is considerable difference in the mechanism and causation of the pul- 
monary complications arising during the first few days after an operation and those 
occurring during the second week. 

The complications of the first week are atelectasis, pneumonia, pneumonitis, and 
edema. Though any of these may be serious or fatal, it is during the second week 
that the most dramatic pulmonary complications occur. The patient usually dies 
suddenly or within 24 hours from a pulmonary embolism. 


Complications of the First Week 

Preoperative measures: 1, Adjust fluid and electrolyte balance, protein defi- 
cieney, and related problems. 

2. A thorough history and a complete physical examination will help to meet 
emergencies, 

3. Institute adequate dental hygiene and eliminate foci of infection in the mouth, 
sinuses, and throat. 

1. Reduce the amount of smoking for a week or two before the operation. In 
a chronic cougher, eliminate smoking. 

5. Prepare the patient’s mind so that upon awakening he will not be frightened 
by intravenous feedings, transfusions, ete. 

6. Never perform an elective operation unless three weeks have elapsed after an 
upper respiratory disease. 

7. Inspect the patient's breathing ability and his chest expansion, so as to eval- 
uate his respiratory movements, 

8. Instruct the patient in the importance of deep breathing and other exercises 
after the operation. 

9, Start prophylactic chemotherapy and antibiotics in the elderly, the obese, 
and patients in whom pulmonary complications may be easily initiated. 

10. Avoid excessive use of preoperative drugs atropine, hyosine, scopolamine, 
morphine. 

During the Operation: 1. Avoid hazards brought on during anesthesia by irri- 
tating anesthetics, prolonged e4¢ministration of curare, cyanosis, struggling, long or 
deep narcosis or vomiting, since all of these cause hypoventilation and conse- 
quently imperfect drainage and obstruction. High spinal and deep basal anes- 
thesia may cause hypoventilation. 
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2. The jacknife position, if excessive, may embarrass not only the respiration 
but the circulation and bring on shock. The same is true of excessive Trendelen- 
burg position. 

3. Avoid accidental endobronchial intubation. 

1. Control excessive sweating and the administration of excessive intravenous 
fluids. 

5. Exercise careful surgical technic by avoiding tissue trauma, the use ol heavy 
retractors, rough handling of viscera, heavy pull on mesenteries, hematoma, ex- 
cessive dissection of fascia and muscle, ill-planned and roughly made incisions, 
large abdominal packs, tight skin, and retention sutures, ete. 

6. Make sure that all secretions have been sucked out of the iungs before the 
patient leaves the operating table. 

Postoperative Measures: 1. Make sure of a recovery room well equipped with 
the proper apparatus, and a well-trained nursing staff. 

2. Avoid anything that limits breathing, such as excessive pressure and intestinal 
distention, 

3. Relieve pain, so that the patient can breathe and cough easily. Encourage 
coughing. 

1. Institute and systematically supervise breathing and leg exercises, including 
frequent turning in bed and “freedom of bed.” 

5. Encourage postural drainage. Turning the patient on bis side several times 
daily without a pillow, while his back is being treated is helpful in bringing up 
secretions, 

6. Combat dehydration, which thickens the pulmonary secretions, but avoid 
giving excessive intravenous fluids, which may cause pulmonary edema and “wet 
lung.” 

7. Place the patient’s mind at ease. This alone may improve the endocrine 
status as well as that of the nervous system, to facilitating better breathing and 
contributing to the functional coordination of the entire autonomic nervous system 


Complications of the Second Week 

It is estimated that 40 per cent of all postoperative deaths are embolic, and that 
pulmonary embolism accounts for 4 deaths per thousand operations. 

Prophylaris: The most dreaded pulmonary complication, embolism to the lungs, 
occurs in the second week. [1 is catastrophic for two reasons: it may be immedi- 
ately fatal, or it may so complicate postoperative recovery so as to prolong it 
indefinitely. 

Factors leading to pulmonary embolism are usually present on admission or de- 
velop while the patient is under surgical care. Prophylaxis, therefore, should begin 
as soon as the surgeon has assumed care of the patient. 

Anything that may slow the flow of blood in the veins, such as medication, anes- 
thesia, tissue trauma, lack of exercise, hypotension, pressure on vessels, preopera- 
tive, and postoperative hypoproteinemia or the position of the patient on the opera- 
tion table, may also increase the coagulability of blood. “Shelter leg” in England 
during the second World War was a good example of the latter. 
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The surgeon should be on the lookout for Homan’s sign, should correct: hypo- 
tension and increased venous pressure, and, as a further precaution, measure the 
prothrombin time on the fourth postoperative day. 

Anticoagulants should be used as soon as one suspects impending phlebothrom- 
bosis or when the prothrombin time has increased. 

Patients with a previous history of thrombosis should be placed on a heparin- 
dicumarol regimen as soon as the danger of postoperative bleeding is past, usually 
on the third postoperative day, 


We hare had two instances of falal pulmonary embolism in one family. It is wise lo 
yo into the history rather thoroughly and use proper preventive treatment. Psychoso- 
matic medicine enters into the picture also. 1 personally refuse lo operate on a patient 
who ©. afraid she is going lo die until I can lake her into my confidence and banish 
her fears 

It is wise to train our residents in the delicate management of lissues. We must 
leach them the dangers of push and pull. 

Karly ambulation has been a great thing and has proven tremendously successful. 


. 


35. The Karly Diagnosis and Prevention of Postoperative Thromboembolism. Pact 
ue NeEUDA, New York, N.Y.) Am. J. Surg. 84:627- 635, Dec. 6, 1952. 


Observations are presented on certain blood changes which appear spontaneously 


following a major operation and which suggest the possibility of a rising tendency 
to thrombosis. The question of pulmonary embolism is discussed, its dependence 
not merely on thrombosis per se, but on special characteristics of this thrombus, 


i.e., its looseness or detachability characteristics which are created by special 
morphologic conditions in the lower limb veins which have not been recognized 
formerly. The possibilities of an efficient prophylaxis of postoperative pulmonary 
embolism are shown to exist actually at various points of the complex development 
of the combined phenomenon of thromboembolism after a major operation. 8 
references. 1 figures. 3 tables. 


TUMORS 


36. A New Technique for the Diagnosis of Carcinoma Metastatic lo the Liver. 
LLOYD A, STIRRETT, ERIC T. YUHL AND RAYMOND L. LIBBY, Los Angeles, Calif. 
Surg. Gynec. & Obst. 96:210-14, February 1953. 

lodinated human serum albumin (THISA) is used as the tracer agent and the 
wide angle seintillation counter is used to detect the radiation from [The 
counter is modified by the addition of 3 em. of lead shielding around the sides and 
bottom of the tube, leaving a *4 inch aperture. 


The patient is given 300 microcuries of THSA, intravenously, and the test is 
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performed 24 hours after injection. Forty-two co-ordinate points at 5 em. in- 


tervals are marked on the skin, extending from the nipples to the umbilicus, and 
from flank to flank. Successive counts are taken at each point and the radioac- 
tivity observed and expressed as a percentage of the radioactivity of the control 
point, 

The normal distribution of activity was first determined in a series of control 
patients. The survey on a patient suspected of having hepatic metastasis was 
compared to these normal ranges, and any point at which the activity extended 
beyond the control range was considered abnormal. 

Twenty-four patients, having neoplasms without liver metastasis, were studied, 
and all were found to give values falling within the normal ranges. Twelve patients, 
having proven liver metastasis, all gave abnormal patterns. “Ten patients suspected 
of harboring neoplasms, but later were found to have benign lesions, were also 
studied and only two gave false-positive results. Ina total series of 56 patients, 
an over-all accuracy of 96 per cent was obtained. The accuracy and simplicity of 
the test is contrasted with the limitations of liver function tests and needle biopsies 
of the liver. references. 5 figures. 3 tables. Author's abstract. 


Ht would be valuable to note if the counter under the sel-up described responded more 
in the neighborhood of the primary lesion than in the liver area. D.N.'T. 


37. Successful Removal of a Benign Androgenic Adrenal Tumor From A Diabetic 
Woman. ©. 1. HAMILTON, JR. AND H. ©. SHEPARDSON, San Francisco, Calif. 
Postgrad. Med. 77:284- 87, April 1952. 


The patient, a Vt year old white woman, entered the hospital complaining of 
obesity, diabetes mellitus, amenorrhea, and hypertrichosis, for 12 years. 

She weighed 205 pounds and was 65.5 inches in height. Her obesity was of the 
buflalo type. There were numerous pale striae over the abdomen, upper arms, 
and under the breasts. She had a masculine voice. There was moderate alopecia, 
a heavy beard, and hypertrichosis of the chest, abdomen, back, and extremities. 
The clitoris and labia minora were enlarged. 

The laboratory examination was negative except for intermittent: glycosuria, 
a fasting blood sugar of 246 mg. per cent, and a 24 hour 17-ketosteroid of 59 meg. 

Four hundred ce. of carbon monoxide was injected into the right perirenal space, 
following which x-ray revealed a large tumor mass, partially obscuring the superior 
pole of the right kidney, 

At surgery an 8 em. adrenal tumor was removed. Histologic examination re- 
vealed cells similar to those seen in the zona fasciculata and the zona reticularis of 
the normal adrenal. 

The postoperative course was uneventful. There was no alteration in’ the 
diabetic picture. Thirty days after surgery, menstruation occurred and subse- 
quently some involution of the hypertrichosis occurred. postoperative 
ketosteroid assay revealed 9.7 mg. per 24 hours. 
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It was concluded after adequate follow-up that the diabetes mellitus had been a 
coincidental finding not related to the adrenal tumor. 3 references. | figure. 
Author's abstract, 


38. The Papillary Epithelioma of Ovary May Exhibit the Clinical Picture of 
Demons-Meigs’ Syndrome. JOSE-MARIA FERNANDEZ-COLMEDRO, Paris, France. 
Presse méd. Suppl. 33:736, May 14, 1952. 


Papillary epithelioma of the ovary can show, during a certain period of its 
development, a clinical picture as occasionally observed with benign tumors of 
the ovary and composed of inexhaustible ascitis and hydrothorax. This clinical 
picture is known as Meigs’ syndrome or Demons-Meigs’ syndrome (Demons having 
described the syndrome long before Meigs). 

The writer reviews the literature regarding the reports of cases of malignant 
tumor of ovary which presented like a Demons-Meigs’ syndrome. He has per- 
sonally made a survey of all cases of cancer of ovary treated at the Curie Founda- 
tion from 1919 to 1951. OF 105 patients affected by epithelioma of ovary. at least 
34 presented ascitis, occasionally accompanied by peritoneal metastases, and 10 
showed radiologically unilateral or bilateral pleural effusion which could vot be 
ascribed to any other intercurrent disease. These LO patients may be divided 
into 3 groups. 


\-ray therapy ts of value in some inslances. is worth Irving. DLN. 1 


NEUROSURGERY 


39. Karly Management of Patients with Spinal Cord Injury. DONALD s. COVALT, 
IRVING S, COOPER, THOMAS I. HOEN AND HOWARD 4. RUSK, New York. J. A. 
M. A. 1517:89-94, Jan. 10, 1953. 


This article presents the following: Careful management at the scene of the 
accident in order to insure that the patient with spinal cord injury is hept with his 
back in neutral extension and that he be moved to the hospital in this position. 
After admission to the hospital, again, the spine must be kept in neutral extension 
with no flexion or hyperextension, since some of these patients may be made into 
an irreversible paraplegia by hyperextension. The care of bowel and bladder is 
described as well as the nursing routine and diet. In the case of cervical vertebral 
dislocation, skeleto-traction is the method of choice and for thoracic and iumbar 
vertebral fractures, early laminectomy is recommended. Rehabilitation of these 
patients must be started early the day the patient is brought to the hospital. 
Methods of rehabilitation are discussed including early standing and ambulation. 
7 references. figure. Author's abstract. 
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1. The Relation of Hypertension to Arterial Aneurysms of the Brain. 
BLACK AND SAMUEL Pp. HICKS, Bethesda, Md. U.S. Armed Forces M. J. 
3:1813-18, December 1952. 


In a study of 100 cases of intracranial arterial aneurysm, a history of hyper- 
tension was found in 47 per cent of the total, and 69 per cent had cardiac hyper- 
trophy. Of 54 patients in the fifth and sixth decades, 56 per cent had hypertension. 
These incidences of high blood pressure are significantly higher than that reported 
in corresponding groups of the general population. 

Notwithstanding, there was a substantial number of patients with aneurysms 
who had no evidence of hypertension or heart disease. It was concluded that the 
incidence of hypertension is significantly increased in persons with aneurysm but 
that hypertension is not an essential factor in the genesis of aneurysms. Hyper- 
tension and aneurysms may have a common underlying vascular disease process 
or processes, yet may not always be related as to cause and effect. 1 figure. 1 


table Author's abstract. 


Neurosurgical Trealment for Mentally Deficient Children. ROSNER, 
Bronx, New York. J. Internat. Coll. Surg. 78:925-30, December 1952. 


The problem of the mentally deficient patient is not only one of deficient cere- 
bration but very often one of epilepsy as well. Four cases were operated upon: 

Case No. 1: A female, one of a twin, age 6!o years. Mentally deficient, aphasic, 
and completely unmanageable. The other of the twin, a boy, was perfectly normal. 

Bilateral decompression and removal of a cerebral sear in the motor speech area 
was carried out. The patient had presented a microcephalic skull and definite 
signs of pathology referable to the nervous system.- There was definite improve- 
ment after operation. 

Case No. 2: Male, white, age 8 years, Mongoloid facies, headaches, motor 
aphasia, epileptic, microcephalic, and inability to walk were present. Platybasia 
was found to be present upon x-ray examination of the skull. Cerebellar decom- 
pression was performed. 

There has been definite improvement since operation. Headaches are less fre- 
quent and less severe. Walking and stature have greatly improved, There has 
been no grand mal attack but several minor attacks in the one and one-half years 
since Operation. 

Case No. 3: A white female, age 18 months, showed blindness and Jacksonian 
grand mal attacks involving the left side. Pneumoencephalography showed a 


right sided subdural eyst, which was evacuated by craniotomy. Eyesight, intelli- 
gence, motor power, and greatly diminished frequency and severity of epileptic 
attacks since craniotomy. 

Case No. 4: A white male, age 12 months, who had been “normal” until the 
age of 6 months. He became spastic, blind, and epileptic following a fever. Con- 
vulsions were generalized and occurred thirty to sixty times every 24 hours. The 


child was microcephalic and had closed fontanelles. Bilateral craniotomy was 
carried out and a wide pathway of bone was removed. Since operation, the patient 
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had a major epileptic attack only once, during a fever. 


Pupils react to light. He 
smiles and laughs occasionally, 


Conclusions: Wis the physician's duty to look for anatomic abnormality as a 
basis for physiologic abnormality. Surgery may help alleviate the lot of the parent 
and the mentally defective child, 


12. Decompression of the Gasserian Ganglion and its Posterior Root: A New Treat- 
ment for Trigeminal Neuralgia (Preliminary Report). 3. GRAPTON LOVE, 


Rochester, Minnesota. Proce. Staff Meet., Mayo Clin. 27:257-58, July 2. 1952. 


Trigeminal neuralgia or tie douloureux is characterized by severe recurring 
paroxysmal pain in one or more branches of the fifth cranial or trigeminal nerve. 
Its cause has been considered idiopathic, since no consistent abnormal finding has 
been demonstrated. 


Since the first successful division of the sensory root of the gasserian ganglion 
for trigeminal neuralgia, it’ generally has been accepted that the patient must 
accept numbness of one side of the face, tongue, and homolateral eye in order to 
be freed of the paroxysms of trigeminal pain. 

Dr. Gosta Norlén of Stockholm, Sweden, recently described to me in detail a 
new operation, devised, and performed by Dr. P. Taarnhdj of Copenhagen, Den- 
mark, which consists of decompressing the gasserian ganglion and its posterior root 
without dividing any of the sensory fibers of the ganglion. Dr. Taarnhoj had 
performed this operation in LO cases of trigeminal neuralgia and relieved all 10 
patients without producing any sensory loss in the trigeminal distribution. Dr. 
Norlén also had performed 10 such operations with an equally brilliant result. 


Shortly after [learned of this new operation, | performed it on a woman suffering 
from pain in the first and second divisions of the trigeminal nerve on the right side. 
When she was dismissed from the Mayo Clinic six days after operation, she was 
free of pain and without loss of sensation in the distribution of the trigeminal nerve. 


Taarnhoj and Norlén used a temporal craniectomy such as has been used in the 
Frazier-Spiller operation, but they approached the sheath of the ganglion and its 
root transdurally and under the temporal lobe. [ employed an extradural ap- 
proach to the ganglion, feeling that this approach is a bit safer and Jess likely to 
result in complications. Author's abstract. 


3. Technic and Value of Percutaneous Vertebral Angiography. DONALD B. PRESH- 
waren, Philadelphia, Pa. Surgical Clinies of N. A. 32:801-10, June 1952. 


The value of vertebral angiography, proven by numerous instances of posterior 
fossa vascular lesions diagnosed thereby, is assessed. 


The obvious importance of 
a simple method is stressed and such a method utilizing a percutaneous technic ts 
deseribed and illustrated, The indications for this study are: (1) spontaneous 
subarachnoid hemorrhage, failing demonstration of the lesion by bilateral carotid 


angiography; (2) intracranial bruit under the same conditions; (3) atypical cere- 


june 1953 OUARTERLY REVIEW Ob SURGERY 


bellopontine angle syndromes; (1) syndromes of obscure etiology involving mid- 
brain and hindbrain; (5) Von Hippel-Lindau disease. 

The possibility of an 83 per cent success in the procedure is noted. A. brief 
account of the interpretation and its pitfalls is given. 15 references. 8 figures, — 
Author's abstract. 


44. Significance of Cerebral Angiography in Diagnosis and Locating of Intracranial 
Hematomas in the Sublentorial Floor (Therapeutic Inferences). vp. 
DUTAILLIS, B. PERTUISET, AND J. ROUGERIE, Paris, France. Presse méd. 
Suppl. 33:712, May 14, 1952. 


Stress is laid on the diagnostic value of arteriography for intracranial hematomas 
not only for those with chronic development but also for the form occurring very 
early following a trauma. 

Whereas ventriculography in such conditions: may be risky, arteriography is, on 
the contrary, well borne and affords information often conclusive about the diag-— 
nosis of the lesion and its location. 

The method is, therefore, of great significance both for deciding on certain 
operative questionable indications and for determining accurately the therapeutic 
management, 

In a study of 28 cases the arteriographic characteristics were shown for: 

1. Subdural hematoma and its different varieties (common hematoma of the 
intrecranial convex part, interhemispheric hematoma, basilar hematoma) 

2. Extradural hematoma 

3. Intracerebral hematoma. 

The peculiarities in the displacement of the arteries in the different: types of 


lesion as opposed to the displacement observed in the tumors were very helpful 
to the diagnosis. 


15. Pneumoencephalographie Study of General Paralysis. BASILE YAGDIOGLOU, 
Istanbul. Presse méd. Suppl. 33:734, May 14, 1952. 


Investigation following air injection through lumbar route was undertaken in 
5 cases of general paralysis. 

The following were the findings: Ventricular dilatation and cortical atrophy were 
visible in long-standing cases. In | recent case there was only dilatation of the 
ventricules. 

There were but very slight subjective reactions during the operation, which the 
authors suggest to be due to atrophy of the prefrontal and frontal region. They 
had, reversely, observed with the same method of pneumoencephalography in 
schizophreniac, oligophreniac and epileptic patients violent subjective reactions. 

Preumoencephalography constitutes an excellent means of information about 
the period and the degree of development of general paralysis and, consequently, 
about the result to be expected from the treatment. 

Contrarily to some other authors, the writer does not believe in the possibility 
of establishing a diagnosis of general paralysis by the only findings from pneumo- 
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encephalography, as some other degenerative psychoses are susceptible of showing 
a similar radiologic picture. 


17. E-rperiences in Cranial Bone Grafling. joun Grocorr, N. Statlordshire, 
England. Brit. J. Plastic Surg. 5:51-59, April 1952. 


Surgical repair of 5 cases of major skull defect was discussed. Three cases were 
of frontal defect, one parietal, one temporal. Iliac bone was the material of choice. 
Advantages: (1) The natural curvature of the bone is useful; (2) large donor area 
of bone; (3) less systemic upset than the use of rib; (4) there is no subsequent 
disability. 

The scalp sear is excised, and the scalp flaps turned back, exposing the defect, 
near the margin of which periosteum is incised and retracted inwards. The dura 
is freed from the rounded edges of the bony defect. These are cut off square with 
nibbling forceps until bleeding bone is reached. A pattern of the defect is cut, the 
outer plate of the iliac bone is exposed, and a piece removed appreciably bigger 
than the pattern. The iliac bone is actually split in its cancellous layer with 
broad sharp chisels. The smooth compact side of the graft is placed in contact 
with dura, cancellous layer with scalp. The graft is prepared as per diagram, by 
rebating the edges. Fixation appears to be mechanically unsound. but intra- 
cranial pressure keeps the graft in place, and in six weeks bony union is firm; in 
another month it is very firm. The bone graft slipped in one case only because 
eflicient register was not possible on the lower margin of the defect. 

Postoperative Care: Autibioties were given only when temperature elevation was 
present after 24 hours, but they were given specifically where the dura was opened. 

There were no intracranial postoperative complications, and no leakage of C.S.F. 
in | case where the dura had to be opened. The late results appear to be satis- 
factory. The grafts remained firm. The maximum density showing on radiograph 
was achieved in about one to two years. The cosmetic effeet was good except for 
the absorption of bone in the frontal ridges where the supra-orbital arteries cross 
the orbital margins. This is possibly due to pulsating pressure from the vessel. 

Conclusion: The degree of success of autogenous bone grafts, mechanically and 
cosmetically, appears to be excellent. There do not appear to be any late complica- 
tions. Even very large bone grafts become static in 18 months, and trouble free. 

Iliae grafts have been widely used over the past 38 vears but have the serious dis- 
advantage of two exposures and a prolonged operation procedure. For these reasons, 
autogenous grafts have been largely replaced by the simple use of alloplastic materials. 


A. A. W. 


HEAD AND NECK 


16. Tracheolomy: A Survey of 111 Cases alt Waterval Hospital 1945-51. 
Johannesburg, S. A. South African J. 26:5060-11, June 21. 1952. 


OF 3.316 cases admitted to the diphtheria wards, all non-Europeans. 111 cases 
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required tracheotomy. There was a slightly greater proportion of males, while 65 
per cent of all cases were under three years of age. Eighty-four cases were lary n- 
geal diphtheria, diagnosed by membrane in throat, or trachea, or by a report of a 
positive swab for diphtheria (found in only 33 per cent of cases). Fourteen patients 
had acute nonspecific laryngitis, of which 13 were males. The diagnosis was made 
on the basis of acute onset of dyspnea, croupy cough, stridor, laryngeal obstruction, 
and markedly raised temperatures. The cause of laryngeal obstruction is due to 
edema and exudate. Two patients developed laryngitis, requiring tracheotomy, 
after measles, while 3 patients had both measles and diphtheria. In 2 cases, the 
etiology was doubtful. 


Indications for tracheotomy: This is a very difficult problem, especially in border- 
line cases, due to the high operative mortality and the risk of exhaustion if operation 


is deferred. In this hospital no intubations were carried out, and choice lay between 
operation or conservative treatment. Although in every case the decision rests on 
the individual clinical picture, certain signs and features are useful in coming to a 
de. ision. 

(1) Recession, per se, although frightening, is not an indication (since it may be 
present in pneumonia), unless combined with use of accessory muscles for respira- 
tion, and other signs of laryngeal obstruction. 

(2) Restlessness is an important indication. Frenzied, unceasing movement is an 
indication for immediate operative relief. Care must be taken that the exhausted 
collapsed child is not regarded as quiet and peaceful. 

(3) Nonresponse lo treatment is a natural corollary of the second symptom. Non- 
response to antidiphtheritic serum, antibioties, and sedation in the form of luminal 
(1-2 grains) is an indication for tracheotomy. 

(1) Wembrane in the throat implies a mechanical cause, ie. diphtheritic mem- 
brane as t' e cause of the laryngeal obstruction. Unlike edema or exudate, this 
will not di bh. but will either grow in extent, or slough off and act as a foreign 
body in inte with respiration. Presence of membrane, therefore, is an 
important indicat’ for early tracheotomy. 

(5) A rising pulse rate i a sign of increasing exhaustion and toxemia, 

(6) Diminished air entry, if bilateral, is an indication of severe obstruction, and, 
therefore, for tracheotomy. 

(7) Cyanosis, it due to laryngeal obstruction, is an absolute indication for 
tracheotomy. 

Operation and postoperative care: 

(1) Site: All patients had low tracheotomy. 

(2) Anesthetic: Fourteen had a general anesthetic, 60 a local, and 36 none at all. 
Mortality figures were only higher in the last group, due to the greater severity 
of the cases. Local anesthetic is usually regarded as preferable. 

(3) Postoperative care is of great importance, and a few points are mentioned. 
Sedation, suction, steam, and oxygen are advised, but all in moderation. 

(41) Postoperative complications: There may be temporary apnea, excess tra- 
cheal secretions, or swallowing difficulties. In 4 cases an esophageo-tracheal fistula 
occurred four to seven days after the operation and was regarded as due to 
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pressure necrosis from the tube and possible necrosis due to membrane. To avoid 
this, patients should be nursed with head not flexed, and a cushion under the 
shoulders. Feeding is by gastric or intravenous drips, and fistula usually closes 
within a week. 

(5) Decannulation: By the fourth day an attempt is made to remove the tube, 
and in nearly all cases, decannulation is successful within a week. 

(6) Hospital stay varied from three to eleven weeks, an average stay of six weeks. 

Mortality. In diphtheria, mortality rate was 61.9 per cent; excluding 5 mori- 
bund cases on admission, mortality 59.4 per cent; in acute nonspecific laryngitis, 
35.7 per cent mortality. 

Age was an important factor. Mortality under 2 years, 60 per cent: 2-5 years, 
17 per cent; over 5 years, 50 per cent. Over-all corrected mortality was 51 per cent. 

Cause of death was difficult to ascertain, as no postmortems were carried out. 
It was assumed to be due to acute toxic myocarditis, in the majority of cases. 

Prognosis is most uncertain and should always be guarded, despite the natural 
sense Of relief after a successful tracheotomy. A few factors are of importance: 

(1) Etiology: The prognosis is poorer with diphtheria, and, usually, the greater 
the membrane, the higher the mortality. 

(2) Age: The older the child, the better the chance of survival. Under one year, 
mortality is very high. 

(3) Time factor: The first 72 hours is the most critical period. [In this series 42 
of 59 fatal cases died in the first 48 hours after operation, 

(4) Temperature: A persistently bigh temperature seems to be a bad prognostic 
sign. In this series 10 patients had temperatures above 104 F. at the time of death, 

(5) Presence of complications: No statistics are available: but complications 
would tend to make the prognosis worse. 

(6) Chemotherapy: As all patients received chemotherapy, no comparison can 
be made. 


Under Indications for Tracheotomy, it would be good lo know the technic in brief 
for doing a tracheotomy used by these workers. Tracheotomies deserve a healthy re- 
spect on the part of any physician, bul if performed before the patient is morihund or 
erhausted, and with cerlain lechnies as over a bronchoscope in the trachea and under 
no great haste, the operative mortality rate is nol loo high. It ts quile true that intu- 
bation has been discarded in most clinics as a means of overcoming laryngeal ob- 
struction. The author's criteria for tracheotomy are good. The use of the word “re- 
cession” is nol clear unless “retraction” is meant. If this is so, then it is true thal re- 
fraction alone is not an indication for surgery, nor does the presence of any menbrane 
in the throat always necessilale tracheotomy. We believe restlessness and “air hunger” 
fo be important indications for tracheotomy in the patient with laryngeal obstruction 
and we would much prefer doing a tracheolomy before cyanosis appears. 
portant adjunet to the treatment mentioned is humidity, cold or nol. 

Postoperalive care is rightly stressed by this author and requires the constant al- 
lention of a staff of nurses and physicians. Decannulation may be a very individual 
problem with a variable time for completion. N. 


im- 
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PLASTIC SURGERY 


18. Experience in Burying Live Sears. a. Rew, Basingstoke, England. 
Brit. J. Plastic Surgery 4:235-43, January 1952. 


\ procedure originally suggested by Sir Harold Gillies (zoodermatophy ) whereby 
live sears were buried for contour filling purposes is described. 

An initial review is given of the extensive experimental work undertaken by 
other workers dating back to 18814, in burying skin, particularly in the form of 
free grafts. A review of the clinical applications in using buried skin follows. 

In the present investigation scars were buried in toto by simply excising their 
margins and suturing over them the undermined adjacent skin edges. “The resulting 
appearance of markedly depressed scars was very satisfactory. The process was 
extended to burying strips of skin along the lip edges in order to give more promi- 
nence to the red margin when this was inadequate. Finally, in 2 cases, old free 
skin grafted areas were buried. 

The immediate results in all cases were excellent, but, subsequently, several of 
the cases (over 40 per cent) developed epidermoid inclusions necessitating removal. 
These resembled implantation dermoids and contained sebaceous material and hair, 

Theoretically, burying live sears should be sound, as they do not contain the 
specialized skin structures. In practice it was found impossible to ensure against 
inclusion of normal adjacent skin however small. Zoodermatophy, then, cannot 
be advocated as a sound procedure, though Poulard overcomes the difliculty: by 
decapitating the sear. 22 references. 9 figures.— Author's abstract. 


It is not surprising thal this unphysiologic procedure did not prove to be sue- 
cessful. 


19. The Cross-Leg Flap Procedure. stank, New York, N.Y. Plast. & 
Reconstruct. Surg. 9:173-204, March 1952. 


A cross-leg pedicle graft procedure was employed in 13 cases of injury to one 

foot or leg. This procedure is indicated in cases where the wound is so extensive 

that the pedicle graft cannot be obtained from the adjacent tissue, and when a 

graft of sufficient size can be obtained from the contralateral calf or thigh, if it is 

not damaged by scarring and shows no vascular disease, such as thrombophlebitis 

or arteriosclerosis. The perimeter of the wound and damaged tissue adjacent 

must be outlined and a pattern made to determine the size and shape of the pedicle 

graft before operation. The crossed leg position is maintained from the time that 

. the graft is transplanted until the base of the pedicle is severed: this is approxi- 
mately three weeks. The medial calf or the anterior thigh is used as the donor 

site, as these are the most vascular portions of the calf and thigh. The medial 

calf was used in the majerity of the author's cases, including 2 cases in which the 

site of the injury was the posterior leg; the anterior thigh, however, is preferable 
in most cases as a donor site for defects in the posterior leg. In some cases the 
cross-leg pedicled graft may be transferred directly to the injured area, but in 
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most cases a delayed transplantation is employed, outlining and incising the 
pedicle and undercutting it in different stages. After healing of the wound, ambula- 
tion should be begun with both legs supported by tailored elastic stockings: these 
elastic stockings should be worn for at least six months after operation. If the 
wound was on the foot, a specially fitted shoe designed to keep the patient's weight 
off the pedicle should be worn until full sensation returns. 


Of the 13 patients in the author's series, 20 have been followed up for two to 
five anda half years. In none of these cases did the pedicle fail to supply a suitable 
cover for the wounded area, and in no case was there any indication that venous 
or lymphatic drainage of the area had been affected. SL references. 19 figures. 


table. 


THORACIC SURGERY 
0. The l se of Pontocaine in Subposologie Quantities for Bronchoscopy and Bron- 


chography. CARABELLE, Trenton, N. Anesthesiology 13:169 83, 
Mareh 1952. 


Review of the literature shows that all authors committing themselves on the 
actual quantity of pontocaine used for bronchoscopy or bronchography are using 
far more of the drug than is recommended by the manufacturer. Int case as 
much as 15 times the recommended dose was used for bronchography. Tt has 
been definitely established that most fatalities, as well as convulsive states due 
to pontocaine, are attributable to overdosage of the drug. 

Unnecessarily large amounts of pontocaine have been used for these procedures 
because of the inadequacies inherent in past technics and available instruments. 
\ 
been devised to effect considerable economy of solution and permit minimal doses 
of pontocaine. “The only drugs used as adjuvant medication consisted of morphine 
sulphate and atropine sulphate in full physiologic dosage. 
used in any case in the series reported. 


“one hand” atomizer (“micro-atomizer”) and a special mirror cannula have 


No barbiturates were 


The series of cases studied consisted of 621 bronchoscopies in adults. Of these 
there were 123 cases where the bronchoscopy was combined with other endoscopic 
procedures such bronchoscopy-bronchography 


(85 cases); bronchoscopy- 
esophagoscopy 


26 cases); bronchoscopy-gastroscopy cases): bronchoscopy- 
esophagoscopy -gastroscopy (9 cases). In spite of these combined procedures, the 
anesthesia with the technic described was still within the limits proscribed by the 
manufacturer, 


In the entire series the average amount of pontocaine per case was E475 mg. 
or 0.737 ce. of the 2 per cent solution. Not a single complication attributable to 
pontocaine was encountered, 


The technic of anesthesia is as follows: A full dose of morphine and atropine ° 
sulphate is administered hypodermically, and the patient is allowed to rest for 
about three quarters of an hour. 


At this time the mouth and fauces are sprayed 
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with the micro-atomizer which contains 8 cc. of 0.25 per cent pontocaine. (Made 
by diluting | cc. of the 2 per cent stock solution with physiologic salt solution, 


Eight drops of adrenalin HC] 1/1000 are added prior to bringing the solution to a 
total volume of 8 cc.) Ten minutes later a second spraying is made, This is 


again repeated in another ten minutes. In about five minutes it will be found 


that the patient experiences a sensation of numbness of the mucosa and on occasions 
will not be able to swallow. At this point he is placed in an E.E.N.T. chair and 
1 ce. of the same solution trickled between the vocal cords with the mirror-cannula. 
This must be done slowly and deliberately. The patient is now ashed to cough 
with his mouth closed to spread the solution throughout the tracheo-bronehial 
tree. Now the cough will be found considerably obtunded with a marked change 
in its timbre. Five minutes later a second instillation is made in the same manner 


and the patient is now ready for instrumentation, 51 references. 1 figures, 2 


tables. Author's abstract. 


in erlremely imporlant warning because pontocaine when used ercess 1s 


dangerous. Kd. 


St. Segmental Resection in the Surgical Treatment of Pulmonary Tuberculosis. 
CLIFFORD F. STOREY, BRUCE F. ROTHMANN, St. Albans, Lo J. Internat. Coll. 
Surg. 19:53-68, January 1953. 


\ series of 130 patients who have undergone excisional operations for pulmonary 
tuberculosis at the U.S. Naval Hospital, St. Albans, N. Y., during the past four 
years is reported. Seventeen patients (13.1 per cent) underwent pneumonectomy ; 
lobectomy was performed in 25 instances (19.2 per cent), and 88 patients (67.7 per 
cent) were treated by segmental resection. Detailed consideration is given only to 


those patients who underwent segmental resection. 

The extent of operation, the operative and postoperative complications, and the 
present status of the patients treated by segmental resection have been carefully 
analyzed. There were 3 deaths (3.4 per cent). Two patients (2.3 per cent) died 
in the hospital, and in neither case was the death directly attributable to tuber- 


culosis or to the type of operation performed. One patient (1.1 per cent) died 
of an anesthetic accident, and the other hospital death (1.1 per cent) was due to 
lower nephron nephrosis, possibly the result of a transfusion reaction, The third 
death (1.1 per cent) occurred long after the patient's discharge. This fatality ap- 
parently resulted from an unrelated cause; his tuberculosis appeared to be arrested 
at the time o. the patient's death, 

The percentage of major complications was 13.5 per cent, although the percen- 


° tage of patients with major complications was much smaller. Bronchopleural 
fistulas occurred in 4.5 per cent, spread in 3.4 per cent, and reactivations in 3.4 
per cent. There was | case of fatal lower nephron nephrosis (1.1 per cent) and | of 


nonfatal cardiac arrest (1.1 per cent). 
Minor complications totaled 27.1 per cent. The most frequently encountered 
minor complications were localized apical pneumothorax (9 per cent), persistent 


air leak (8 per cent) and atelectasis (5.7 per cent). There was | case each of hemo- 
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thorax, thrombophlebitis, parotitis, and trochanteric bursitis (1.1 per cent each). 

At the time of writing, 4 of 84 surviving patients (4.8 per cent) have “positive” 
sputum, while the sputum on culture gives negative results in 95.2 per cent. Of 
the 4 patients with positive results, 2 have bilateral disease and each has had a 
contralateral thoracoplasty. The authenticity of the single result from a sputum 
culture in | case is doubted, and detailed and prolonged hospital investigation of 
the remaining patient has failed to establish the source of the intermittently positive 
results of his sputum cultures. 

Twenty-five patients (28.7 per cent) remain in the hospital. Thirty-eight (64.4 
per cent) of the 59 discharged patients who survive are gainfully employed. Three 
have been readmitted because of positive sputum cultures, and one has had a recent 
myocardial infarction, prior to which he was working full time. Sixteen other 
discharged patients (27.1 per cent) are clinically well and apparently able to work 
but have been advised, as a precautionary measure, not to do so for the present. 
The work status of | additional patient has not been ascertained, but since he has 
normal sputum and is clinically well, it may be assumed that he, too, is able to 
work. Thus, 93.2 per cent of the surviving discharged patients, or 91.7 per cent 
of all discharged patients, are considered physically fit for employment. 2 figures. 
3 tables. 


Intermediary Report of 102) Streptomycin Protected Pulmonary Resections. 
JAMES D. MURPHY, BARNEY B. BECKER, Oteen, N.C. Am. Rev. Tuberc. 67: 
22 28, January 1953. 

An intermediary report dealing with LOO patients who had 102 pulmonary re~ 
sections for tuberculosis, from October 19415 to December 1948, is made. These 
patients were given streptomycin for a week prior and two weeks following re- 
section. They were followed for three to six years after surgery. Forty-nine 
patients had lobectomies, and 51 had pneumonectomies. Forty-one of the re- 
sections were done for thoracoplasty failure. There were three operative deaths 
and two late deaths in the pneumonectomy group and four operative deaths among 
the patients who had a lobectomy, 

The most important early complication was that of bronchopleural fistula. This 
occurred following 17.6 per cent of the pneumonectomies and 1.9 per cent of the 
lobectomies. Reactivation of disease was the most important late complication. 
This was present in 5.8 per cent of the pneumonectomy group and 23.5 per cent of 
the lobectomy patients. Eighty-five per cent of the 100 patients now have a nega- 
tive sputum. Eighty-two and 3/10 (82.3 per cent) per cent of the pneumonectomy 
patients and 77.5 per cent of the lobectomy group have been discharged from the 
hospital. 

Analysis of the data substantiates the early impression that pulmonary resection 
can be done with a reasonable morbidity and mortality rate. The study indicates 
that pulmonary resection with streptomycin protection is a satisfactory method of 
treatment in properly selected cases. Its use must be part of a planned program so 
that the maximum stability of the lesion will have been obtained prior to surgery. 
6 tables..- Author's abstract. 
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ABDOMINAL SURGERY 


53. Radiology in Cancer of the Digestive Tract. sown simmer, Chicago, TL 
Rev. Gastroenterol, 19:45 41-58, June 1952. 


\ good clinical history is a requisite to guide the radiologist in the interpretation 
of the fluoroscopic and radiographic findings in the search for cancer of the digestive 
tract. 

\ lesion of the gastrointestinal tract demonstrated by fluoroscopy can and should 
be demonstrated on films if the radiologist will utilize all the modern armamen- 
tarium at his disposal. [tis not safe to depend on Muoroscopic findings alone, as 
small lesions not noted with careful fluoroscopy are often demonstrated on good 
films and mucosal studies. 


In examination of the stomach this requires the use of a small quantity of barium 
with spot radiographs and graded compression as well as good Bucky films of the 
barium-filled stomach various positions and various phases of peristalsis 
(serialograms). [tis important to develop a basic routine procedure in the radio- 
logic study of the digestive tract, emphasizing one or more phases of the examina- 
tion according to the requirements of the problem under investigation. Hf the 
findings are questionable, repetition of the examination several times if necessary 

will decrease the incidence of mistakes. This applies particularly in the diagnosis 
of polyp of the colon, 

. Diagnostic errors will decrease if the radiologist conscientiously takes stock of 
himself and re-evaluates his methods from time to time in the light of his interval 
experiences, -Author’s abstract. 


HERNIA 


St. Hiatal Hernia, Brachy-Oesophagus and Incompetence of the Cardia in Children, 
G. PETTERSSON, Gothenburg, Sweden. Acta chir. Seandinay. 102:321-26, 
Fase. 5, 1952. 


The author reviews the complex closing mechanism of the cardia and differ- 
entiates between two different types of cardiac incompetence in children. 

The one group (2 cases) is named by the author insuflicientia cardiac simplex 
and is characterized by a weakness or distension of the cardia without interference 
with the reciprocal anatomic correlation of the different closing mechanisms. The 
symptoms may appear for the first time immediately after birth or later. The 

. surgical treatment of these cases was carried out by thoracotomy with constriction 
of the esophageal hiatus. 

The second group (6 cases) shows hiatal hernia + brachy-esophagus, which, in 
the author's opinion, is present in these children already at birth. The symptoms 
(vomiting) appear immediately after birth. When the peptic effect of the gastric 
juice on the esophagus begins to tell, esophagitis, hematemesis, and symptoms of 
stenosis appear. 


The diagnosis in this group, as also in the previous group, is 
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made by x-ray examination which shows reflux of the radio-opaque medium from 
the stomach up into the esophagus with the patient lying or in the Trendelenburg 
position, 

The author stresses the importance of as early diagnosis and surgical treatment 
as possible. 

In half of the cases (3) the symptoms disappeared and a competent cardia was 
obtained on roentgen examination by means of phrenic crush alone. 

In 3 cases thoracotomy + reposition of the stomach was performed. In two 
of these cases phrenic crush was also performed prior to operation to achieve better 
adaptation. 

All patients are symptom free. 10 references. 1 table. 


Esophageal Hiatus Hernia: An Obscure Cause of Massive Hemorrhage From 
the Upper Gastrointestinal Tract. LocteN W. IDE AND JOHN R. MCDANIEL, 
St. Joseph, Mo. Am. J. Digest. Dis. 79:151-53, May 1952. 


A case of esophageal hiatus hernia was reported which illustrated the occasional 
importance of this condition in the presence of repeated massive hemorrhage from 
the upper gastrointestinal tract. It demonstrated the necessity of carefully evalu- 
ating the clinical history in hemorrhage from the upper gastrointestinal tract in 
the presence of initially normal x-ray investigation. The difficulty of identifying 
the hernia was shown even when this lesion was strongly suspected. Problems in 
diagnosis and in medical and surgical care were briefly discussed. 14 references. 
3 figures.-Author’s abstract. 


STOMACH AND DUODENUM 


56. Less Common Surgical Lesions of the Gastro-Inlestinal Tract. Case Reports. 
LAWRENCE Lexington, hy. J. Kentucky 50:152-57, April 
1952. 


Three less common surgical lesions of the gastrointestinal tract: leiomyoma of 
the stomach: nonspecific uleer of the small intestine: and adenocarcinoma of the 


eum are presented for consideration with a case report of each. 


Leiomyoma of the stomach, the most frequently occurring benign tumor of the 
stomach, arises from the muscularis, usually the fundus near the cardia. ts 
incidence is about equally distributed between males and females. Hematemesis 
and melena are the predominant subjective findings, with fatigue and weakness 
next in order, due to secondary changes. Either the subserous or submucous 
lesions are subject to sarcomatous degeneration, and frozen section of the excised 
tumor is of the utmost importance. Roentgenologic examination is a valuable 
aid in diagnosis. 

Case Report, \ 65 year old female was admitted because of sudden hematemesis 
with a history of vague epigastric discomfort for the past eight years. Physical 
examination revealed vague tenderness in the epigastrium on deep pressure, but 
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no palpable masses. 3,300,000; 10.2 Gm. X-ray showed a vixed, 
rounded, smoothly outlined polypoid mass measuring 5 em. in diameter in the 
cardiac portion of the stomach. Operation was done through a transthoracic 
approach. The tumor was found attached to the posterior wall of the cardia, 
pediculated, mobile, and containing an area of necrosis 2.em. in diameter. Frozen 
section revealed a leiomyoma. 

Primary nonspecific ulcer of the small intestine: Solitary ulcers of the small 
intestine in the absence of any other disease process in the bowel is extremely 
rare. The etiology is unknown, but some causative factors are believed to be 
infection, trauma, thromboembolic phenomena, and heterotopic gastric mucosa. 
They occur three times as often in males as in females. Perforation, hemorrhage, or 
obstruction are the complicating factors, perforation occurring in 81 per cent of the 
recorded cases. “The diagnosis is seldom made preoperatively, and it is useful to 
think of this possibility in the following groups of patients: patients with unex- 
plained gastrointestinal hemorrhage and negative roentgenologic examination; 
patients with symptoms and signs of peritonitis in whom no gastrie or duodenal 
perforation is seen at operation. 

Case Report. \ 57 year old white male was admitted because of sudden profuse 
rectal bleeding. The physical examination was not unusual; there were no palpable 
masses, and digital and proctoscopic examination of the rectum was negative. 
\-ray of the upper gastrointestinal tract was negative. At exploration a thorough 
search of the small bowel showed it to contain a moderately firm, thickened area 
near the mesentery, located approximately 20 em. proximal to the ileocecal valve. 
The serosa was not involved, and no appendage could be demonstrated. Resection 
of about 15 em. of small bowel was done, followed by end to end anastomosis. 
Pathologic examination showed an ulcer crater on the mesenteric border of a 
segment of the ileum, measuring 7 em. in diameter. 

Adenocarcinoma of the small intestine: The earliest clinical signs of carcinoma 
of the small intestine is anemia, manifested by weakness, fatigue, and dyspnea on 
exertion, In the later stages there may be signs of intermittent obstruction with 
cramping pains throughout the abdomen, distention, and nausea with occasional 
vomiting. A scout film of the abdomen which reveals mechanical obstruction of 
the small bowel is sufficient indication for surgical intervention. The prognosis is 
usually poor because most adenocarcinoma of the small intestine are of high grade 
with invasion of local and distant lymph nodes, 

Case Reporl. \ 61 year old male was admitted because of severe abdominal 
pain, hiccoughs, and vomiting of 10 hours’ duration. For the past: three four 
weeks he had had intermittent abdominal cramps, nausea, and distention. The 
stools had been fluid for the past week. The abdomen was distended, tender, and 
resistant. There were no palpable masses. Scout film showed distention of the 
small bowel suggesting incomplete obstruction. At exploration the terminal ileum 
was found bound down in the pelvis, markedly dilated, and there was marked 
thickening and edema about the ileocecal coil. There were two areas of necrosis 
in the terminal ileum measuring 8-10 em, with several perforations scattered along 


the areas of gangrene. Resection of 24 inches of the terminal ileum, cecum, and 
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right colon was done followed by ileotransverse colostomy by lateral anastomosis. 
Diagnosis was adenocarcinoma of the terminal portion of the ileum without in- 
vasion of the submucosa and muscularis mucosa. After a stormy convalescence 
the patient was dismissed on the thirty-sixth postoperative day and has remained 
well and asymptomatic. 8 references. Author’s abstract. 


Small asymplomless leiomyomas of the stomach have been found to be the most 
common tumor in the body (Robertson). Fortunately, those of a size sufficient to 


produce symploms are less common. Nonspecific solitary ulcer of the presents 


so many of the characteristics of peplic ulceration thal there must be some relationship 
nol now apperent to us.J3. M.W. 


Catheter Duodenostomy: A Safequard in Gastric Resection. Report of Eleven 
Cases. SVANLEY ©. HOPRR AND R. G. PERRYMAN, Cleveland, O. Cleveland 
Clin. Quart. 19:19 56, April 1952. 


In the performance of gastric resections of the Billroth IE type, the surgeon will 
be able to close the duodenal stump safely in nearly every instance if he is willing 
to take the necessary time and trouble. There will be occasions, however, when a 
catheter duodenostomy will advantageously shorten a surgical procedure without 
subjecting the patient to the risk of leakage from a carelessly closed stump. “This 
will be true when a patient is critically il (as in emergency operation for hemorrhage 
from a duodenal uleer) or when there is a great deal of scarring or inflammation at 
the site of the duodenal transection. 

The technic deseribed by the authors is a modification of the one given by Welch 
in 1919. A Thor 16 French catheter is sewed into the partly turned-in duodenal 
stump with a single 000 silk suture, tightly tied, which presumably sloughs through 
by the time the catheter is to be removed. An effort is made to invert the mucosa 
about the catheter. The catheter is led out through a convenient stab wound 
Without any effort made to keep the catheter extraperitoneal. An additional drain 
to the stump area is a wise precaution, since in some instances there will be leakage 
around the catheter. Gravity or suction drainage may be employed for the first 
few days, after which the drainage bottle may be raised to bed level, and later the 
catheter clamped. Lf early drainage is excessive, it may be returned to the patient 
through a jejunostomy if one was constructed. By the sixth or seventh day, the 
catheter may usually be removed, unless drainage around the catheter indicates 
imperfect functioning with partial obstruction of the new gastro-jejunostomy, in 
Which case removal should be delayed, The fistula usually closes within a day or 
two after the catheter is withdrawn. 

The authors report eleven cases in which a catheter duodenostomy was employed, 
with and without a supplementary jejunostomy. There were no deaths and no 
serious complications inthe EL eases which had been followed from three months to 
two years. Tn one instance, a duodenostomy spontaneously opened for a few days 
several months after the operation, but it closed again and the patient was well 
months after the operation. 5 references. 1 figure. Author's abstract. 
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This procedure is occasionally advisable and al times will convert a hazardous pro- 
cedure into one of safely. It should be used probably most often in disposing of the 
duodenal stump afler resection for an acutely bleeding ulcer. 


E-rperiences with the Billroth | Subtotal Gastric Resection. HORACE G. MOORE, 
JR.. AND HENRY N. HARKINS, Seattle, Wash. West J. Surg. June 
1952. 

The Billroth gastric resection (gastrointestinal continuity re-established by 
end-to-end or end-to-side gastroduodenostomy ) is considered from the standpoints 
of criticisms, satisfaction of usually accepted criteria of adequate gastric resection, 
and advantages. Our series of 71 cases is critically analysed. 

The following criticisms have been posed against this operation: (1) leakage at the 
critical angle, (2) stomal obstruction, (3) inapplieability to cases with duodenal 
pathology, and (1) inability to perform an adequate extent of resection. On the 
basis of our experience with the Billroth T, we have not been impressed with the 
validity of these criticisms. 

A three-fourths gastrie resection including antrumectomy can be performed 
according to the Billroth TP technic. 

The advantages of the Billroth Tare (1) [tis faster and easier, (2) duodenal 
stump blowout is avoided; (3) the duodenal mucosa is more resistant to acid- 
pepsin digestion than is the jejunal mucosa; (1) there is more nearly normal gastro- 
intestinal function; (5) entire operation is in the supramesocolic compartment of 
the abdomen: (6) duodenal inhibition of gastric secretion gives further insurance 
against recurrent ulceration. 

In our series of 71 cases, the hospital mortality rate was 2.7 per cent. Con- 
sidering the surgeon's estimate of extent of resection and direct measurement of 
this extent with the polar planimeter, we find that we may resect at least three- 
fourths of the stomach by the Billroth [TE method. Forty-three (68.3 per cent) of 
our uleer cases had duodenal pathology, and an inereasing proportion of our cases 
with duodenal pathology is of the Billroth TE type. 

Inonly | of our cases have we noted the dumping syndrome to an incapacitating 
degree. Thirty-two per cent of our cases followed have some evidence of dumping. 

No recurrent ulcerations have been noted in the cases followed up, and 92° per 
cent of the eases are considered to have satisfactory or better results from the 


operation. 4 figures. 3 tables. tuthor’s abstract. 


59. A New Anti-l leer Drug: A Clinical and Radiological Evaluation. Max P. 
ROGERS AND GRAY, High Point, N.C. Am. J. Digest. Dis. 85, 
June 1952, 


This paper discusses the successful use of Ba-54173 (Antrenyl-Ciba) in 24 patients 
with a diagnosis of active peptic ulcer in which x-ray visualization of the crater was 
obtained in all but one case. Nearly all patients had been on an anti-uleer regime 
prior to treatment with this homologue of Trasentine, and some were being actively 
treated at the time of this study. The dosage was adjusted individually, with 
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patients receiving 5mg. to Lo mg. of the drug four times daily at the start of therapy. 
The average maintenance dosage was 5 mg. to 10 mg. four times daily. No sig- 
nificant side effects were observed. 

At the end of three weeks of therapy, 23 of the patients were rechecked radio- 
logically and clinically, and 19 showed complete healing of ulcer craters. Two 
others were not due for their three week checkups, and in 1 patient, who was 
asymptomatic but was not rechecked after three weeks, x-ray after three months 
showed that the ulcer had completely healed. In the remaining 2 cases the ulcers 
were reduced in size and had healed completely after seven weeks and after three 
months. All patients were free from ulcer symptoms within 24 to 36 hours after 
the initiation of therapy with Ba-5173. Seventeen of the patients were restudied 
Clinically and radiologically after three months of therapy, and all were asymto- 
matic and showed complete healing of their ulcers. One refused a three month 
check-up because he felt entirely well. The remaining patients have not as yet 
completed their three months of treatment. There have been no recurrences of 
uleers, and most of the patients have remained symptomatically weil. 

“Tt is believed that the parasympatholytic agent Ba-5473 [Antrenyl) warrants 
further study as an agent of real potential in the management of peptic ulcer, 
hypertrophic gastritis without ulceration and other spastic conditions of the upper 
gastrointestinal tract.” 6 references. 18 figures. Author's abstract, 


60. The Pathogenesis and Treatment of lron Deficiency Anemia Afler Partial Gas- 
lreclomy. p. A. OwREN, Oslo, Norway. Acta. Chir. Seandinav. 104:206-14, 
Dee. 10, 1952. 


The sideropenic anemia after partial gastrectomy is caused by a reduced re- 
sorption of iron. Most authors emphasize achlorhydria as the most important 
pathogenic factor. The anemia often responds poorly to iron given by mouth. 

evidence is presented which indicates that the most important cause of the 
anemia is not achlorhydria, but the altered gastrie evacuation, Tt is demon- 
strated that the tron treatment by mouth is much more effective when given to 
patients who stay in bed than when the patients are up and about. This is ex- 
plained by the finding that iron tablets given to patients who are standing, usually 
pass through the stomach and the upper part of the jejunum within 10 to 20 
minutes. This will mean that the tablets have no opportunity to dissolve until 
they are far down in the intestine. When the patients are in the supine position, 
however, the tablets remain in the stomach for a very long time, sometimes for 
hours, and the dissolution takes place here. The normal absorption of iron takes 
place mostly in the duodenum and the upper part of the jejunum. [1 is, therefore, 
probable that the unsatisfactory therapeutic effect of iron tablets given to these 


patients when up and about is caused by the rapid emptying of the stomach. 


Patients with postoperative iron deficiency anemia should receive the iron prepa- 
ration in the supine position. They ought, therefore, to take the remedy after 
bedtime in the night. We have further found that finely pulverized iron prepa- 
rations are more effective than iron tablets. By using these simple precautions the 
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effect of iron treatment in these patients is greatly increased. LL references. 
figures. Author's abstract. 


This ts a very interesting and practical observation. J. M. W. 


61. Gastrectomy with Replacement. 4. HENLEY, Middlesex, England. Brit. J. 
Surg. 40:118 28, September 1952. 


In Vaughan Hudson's introduction to this paper he rightly stated that the ex- 
clusion of the duodenum in the Billroth TL operation was the major concern, 
Patients who had undergone the Billroth TL operation so often only exchanged 
their peptic uleer symptoms for equally distressing symptoms of the postgastreec- 
tomy syndrome. 


This operation of jejunal replacement of the stomach was an endeavor to restore 


the continuity of the alimentary tract to as near normal as possible, and without 


any tension on any anastomotic line. This latter principle is not always possible 
in the Billroth [ operation. 

The first operation was performed on August 13, 1951. Tt has been performed 
for peptic uleer of the esophagus, stomach, duodenum and stomal ulcer following 
vastroenterostomy, Lt has also replaced a total gastrectomy for malignant disease 
and has been a most satisfying operation when performed for severe postgastrec- 
tomy symptoms following the Billroth [LP procedure. 

Gastric leer: After mobilization of the stomach and the duodenum, the latter is 
divided between clamps, and the left gastric vessels ligated and divided close to the 
origin of the artery. A special crushing clamp is then applied to the stomach at the 
line Of intended section. A segment of jejunum about five inches in length, is 
isolated as near to the duodeno-jejunal junction as possible, The continuity of the 
jejunum is restored. A window about one and a half inches in diameter is made in 
the posterior part of the transverse meso-colon, and through it the jejunal graft is 
passed. The distal end of the graft is anastomosed to the duodenum, end to end, 
The proximal end is cut diagonally to increase the size of the lumen, and is anasto- 
mosed to the gastric stoma. All anastomoses are completed in two layers, an inner 
one of continuous catgut, and an outer one of interrupted silk. 

Duodenal U leer: When the ulcer is removable, the operation is precisely the same 
as for gastric ulcer. When it is irremovable the blind end of the duodenum is over- 
sewn and the distal end of the graft is put into the second part of the duodenum, 
end to side, 

The Remedial Operation for Postgastreclomy Syndrome: The gastrojejunal anasto- 
mosis is left intact. The afferent limb is resected as close as possible to the gastric 
pouch and oversewn. The efferent limb is resected about five inches or so from 
the stomach, and the proximal portion anastomosed to the duodenum, end to side, 
The two free ends of the jejunum are then anastomosed to restore the continuity 
of the jejunum, after liberation of the mesentery of the jejunal graft. The final 
result is, therefore, either antecolic or retrocolic depending on the previous Bill- 
roth operation. 
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Tolal Gastreclomy: Were the jejunal graft is interposed between the esophagus 
and the duodenum, both anastomoses being end to end. 

Discussion and Case Reports: Jejunal replacement of part or of the whole stom- 
ach had been performed on 35 patients without mortality: 2 for carcinoma, 21 for 
gastric and removable juxtapyloric ulcer, 4 for irremovable juxtapyloric and duo- 
denal ulcer, 4 had the remedial operation for severe postgastrectomy symptoms, 
and 3 were immediate gastrectomies for perforated peptic ulcers. 

A number of radiograph reproductions illustrate the pre- and postoperative ap- 
pearances of the gastrointestinal tract. 

Follow-up Resulls: The patients all developed a good appetite within a few days 
of the operation. Preoperative constipation in the duodenal ulcer patients was 
replaced by a normal daily bowel action. All patients reported a weight increase. 
The minimum was two pounds and the maximum 28 pounds. The period of foliow- 
up was for a maximum of six months. 

The radiographic appearances demonstrate the anatomical continuity of the 
gastrointestinal tract. The barium meal emptying time of the gastric remnant was 
between one and a quarter and two hours, which is the normal emptying time for the 
intact stomach, There was no instance of dumping syndrome in any form. 

The immediate results suggested a plea for the conservation of the duodenum, 
and that the failure to gain weight, secondary anemia and the dumping syndrome 
following the Billroth TL operation were due to the exclusion of the duodenum. 
4 references. 18 figures..-Author’s abstract, 


€ nfortunately we have found that the Billroth MI operation can be followed by 
nulritional difficulties, secondary anemia, and the dumping syndrome. The incidence, 
however, would appear to be less than afler the Billroth M2 and its modifications. 

The results of subtotal and tolal gastrectomy by both gastro and esophagoyjejunoslomy 
and gastro and esophagoduodenoslomy have been so satisfactory that it is questionable 


whether the construction of a gastric pouch will materially improve upon them. J. 


MLW. 


62. Neurinoma of the Slomach Removed by Tolal Gastrectomy. CHRYSOSP 
AND J. CossyFakrs, Athens. 4798:1333-34, Dee. 20, 1952. 


Neurogenic tumors of the stomach are infrequent, as is shown by the small 
number of cases reported in the available literature. In Greece, Professor Courias 
(1916) reported | case of gastric schwannoma. Another case was operated upon 
by Dro Me Maceas a year later. Recently, another case was operated by Dr. J. 
Propatoridis in our clinic. 

Case Report: Ou March 7, 1952, a 40 year old woman, complaining of weakness 
and vague abdominal discomfort, was admitted. The history dated back seven 
years. During this period she had suffered from intermittent pains in the epigas- 
trium, not aggravated by food. After three years, a severe hematemiesis occurred, 
Then and until May 1951, her condition was satisfactory. At that time she started 
complaining of pain in the epigastrium, aggravated by food. On examination the 
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patient was pale and emaciated. A fixed hard mass the size of an egg was palpated 


in the epigastrium, 

Routine laboratory examinations were negative. \-ray examination of the 
stomach demonstrated a considerable niche, about 4-5 em. wide, situated below 
the cardia on the lesser curvature. 

The clinical diagnosis was a penetrating callous ulcer of the lesser curvature, 

Operation: Ou March U1 under general anesthesia, a high median incision was 
made. At the lesser curvature of the stomach, a tumor the size of a fist was found, 
extending from the cardia to the pylorus. A total gastrectomy was performed, 
The spleen and the tail of the pancreas were also removed. The patient was re- 
turned to the ward in good condition. 

The histologic report stated: “Large neurinoma arising from the outer stomach 
wall of the lesser curvature. Ulceration at the middle of the tumor, about 3 em. 
in diameter and 3 cm. deep. Chronic hypertrophic gastritis. No signs of matlig- 
naney were found.” The patient made an uneventful recovery and was discharged 
on April 3. 

The treatment for neurinoma is, of course, surgical, in order to prevent the 
danger of hemorrhage and of malignant change. [na case of malignaney, partial 
or total gastrectomy is recommended, Should a benign neurogenic tumor be 
diagnosed before operation, local extirpation is recommended, The size and situa- 
tion of the tumor are important factors in determining the type and extent of 
gastrectomy. In our case the large area covered by the tumor, and its extension 
to the cardia of the stomach, forced us to perform a total gastrectomy. 17 refer- 
ences, Author's abstract. 


This is a rare tumor of the slomach and when encountered will usually be diagnosed 


grossly as a leiomyoma or leiomyosarcoma, Since biopsy of gastric lesions ts so un- 
satisfactory, one must deal with the lesion by wide resection since usually Uf ts impossible 
even with biopsy to rule oul malignancy in some remote portion of the tumor. J. MW. 


63. Surgical Treatment of Peplic U leer. vavin B. Suffolk, Virginia. 
Virginia M. Monthly, 80:7-15, January 1953. 


Surgical treatment is not a substitute for medical treatment. [nh no instance are 
we allowed a choice if optimum therapy is to be employed. Surgical therapy should 
be considered only under the following conditions: First, when medical therapy 
has been given a thorough trial and has failed; secondly, where it is obvious that 
medical treatment would be of no avail; or thirdly, where medical treatment would 

. entail greater risk to the patient’s life than surgical treatment. To apply these 
criteria, it is necessary to consider peptic ulcer’s two main divisions, gastrie and 
duodenal. 

Gastric ulcer is distinguished from duodenal ulcer therapeutically because of the 
fact that it is frequently malignant. The incidence of malignancy in gastric ulcer 
is much higher than the mortality of gastric resection. Therefore, in most cases 
it is felt that surgical treatment is the treatment of choice for gastric ulcers since 
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malignaney cannot be excluded until the ulcer is examined microscopically by the 
pathologist. If medical treatment is to be employed in the treatment of gastric 
ulcer, it is absolutely necessary that frequent follow-up x-ray studies be employed; 
if the uleer does not become definitely smaller or disappear and if symptoms are 
not definitely alleviated within three weeks, surgical exploration becomes manda- 
tory. ‘The physician who undertakes to give gastric uleer a trial of medical treat- 
ment is assuming a grave responsibility and has a most serious obligation to explain 
the possibilities to the patient and to make sure that the follow-up observation is 
as thorough as possible. 

In the treatment of duodenal ulcer malignaney is not a factor, and here surgery 
should be employed only after medical therapy has failed. Approximately 85 per 
cent of duodenal ulcers respond satisfactorily to medical therapy. Surgical therapy 
is employed in the treatment of duodenal ulcer only in the case of intractable pain, 
hemorrhage, obstruction, and perforation. 

Intractable pain after prolonged medical treatment in the case of duodenal ulcer 
is an indication that the medical treatment has failed. Here surgical treatment is 
employed as a last recourse. 

Hemorrhage: Vie problem of the treatment of severe bleeding from peptic ulcer 
is a controversial one. However, most authorities agree that some patients will 
have a better chance of survival if surgical treatment is employed at the proper 
time. Patients who continue to bleed for 24 to 48 hours after they have been 
placed on a medical regime, and those who start to bleed while in the hospital for 
treatment of a previously uncomplicated ulcer have a better chance of survival 
under proper surgical therapy. Patients over 50 years of age who have had one 
serious hemorrhage and patients of any age who have survived two serious hem- 
orrhages should have surgical therapy. 

Obstruction: Patients who develop a pyloric obstruction due to duodenal ulcer, 
which does not respond to medical treatment, must be treated surgically. These 
patients are not emergencies and will do better when prepared properly for surgery, 

Perforation: Perforation of a peptic ulcer is a surgical emergency. These patients 
should be prepared for operation as quickly as possible, and the surgery should 
consist of simple closure of the perforation —all other procedures that are abso- 
lutely necessary being postponed to a later date. 

The choice of operation for a gastric ulcer is gastric resection. Vagotomy is not 
indicated because it does not remove the possibly malignant ulcer. The same is 
true of gastroenterostomy. The choice of operation in the treatment of duodenal 
ulcer is also gastric resection. We believe that vagotomy should be reserved for 
the treatment of jejunal uleers, which occur after an adequate gastric resection, 
and possibly for some poor risk patients where it may be employed in conjunction 
with a gastroenterostomy. Gastroenterostomy, we believe, should be reserved for 
poor risk patients with pyloric obstruction due to duodenal ulcer. 20 references. 
figures. table. Author's abstract. 


A majority of surgeons with experience in the management of peplic ulcer would 


agree with the conclusions.— J. M. W. 
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INTESTINES 

61. LU se of Streplokinase and Streplodornase in the Primary Closure of the Poslerior 
Wounds Following Combined Abdominoperineal Resections for Malignant 
Lesions of the Reclum and Lower Part of the Colon. OLIVER H. BEARHS AND 
GEORGE L. JORDAN, Rochester, Minn. Proc. Staff Meet., Mayo Clin. 27:241- 
15, June 18, 1952. 


Primary closure of the posterior wound and the use of streptokinase and strep- 
todornase as an aid in the rapid obliteration of dead space are recommended, 
Hemorrhage is controlled at operation by careful ligation of bleeding vessels, 
Seventy-two hours postoperatively, 100,000 units of streptokinase and 20,000 units 
of streptodornase ina total volume of 20 ce. are injected into the presacral space by 
urethral catheter. During the injection the patient is lying supine, and he is kept 
in this position from four to six hours in order that the solution may puddle in the 
hollow of the sacrum. After this time the patient is free to get up and move about 
as he wishes. Usually there is a large amount of drainage, which represents dis- 
solved blood clots and necrotic tissue. This process is repeated every other day 
for a total of four to six instillations. After the last instillation all drains and the 
catheter are removed. Also postoperatively the wound is exposed daily to the air 
and to dry heat froma heat cradle. 8 references. figure. Author's abstract. 


65. Intestinal Intubation for Barium Produced Bowel Obstruction. weyen 0. CAN- 
rOR, BERT BE. MCCOLLUM, AND JASON HODGES, Detroit, Mich. Am. J. Digest. 
Dis. 79:118 May 1952. 


lntestinal obstruction produced by the unintentional use of barium suspension in 
a case of partial bowel obstruction was simply and effectively treated by intubation 
with a single lumen tube of adequate caliber and holes of sufficiently large size 
(Cantor tube). Because peristaltic activity is generally vigorous in obstructions of 
this type, intestinal intubation is rapid. With a single lumen tube of large caliber 
well down the gastrointestinal tract, the barium suspension is diluted by irrigation 
through the tube and then the diluted suspension is readily aspirated. By this 
simple method a serious situation can readily be converted into a relatively simple 
one. After all the barium has been removed from the bowel and decompression 
obtained, surgical intervention is indicated to correct the cause of the partial bowel 
obstruction. [In this case reported, a congenital adhesive band was found to be the 
causative factor. 7 references. 3 figures. Author's abstract. 


66. Surgical Treatment of Cancer of the Colon and Rectum. Mortality and Results 
in 306 Patients Trealed From 1930 lo 1946. soseen w. Nada, Portland, Ore. 
Portland Clin. Bull. 629-17, June 1952. 


At the Portland Clinic, 306 patients were operated on for cancer of the colon and 
rectum in the period from January 1930 to July 1916. Of these, 108 (35 per cent) 
were judged to be incurable while 198 (65 per cent) were considered to have some 
hope of cure. 
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The over-all operative mortality rate was 13.1 per cent, whereas the mortality 
rate among the patients who had resection with hope of cure was 6.5 per cent. 
Most of the deaths were in the group of patients operated on during the early years 
of the survey, before the advent of the sulfonamides and the antibiotic drugs, and 
ata time when there was less understanding of the refinements of pre- and post- 
operative care. tn contrast, among 127 patients treated between July 1, 1916 and 
December 31, 1951, the operative mortality was less than one-half that among 
those of the former group, being, for example, only 2.7 per cent among those who 
had resection with hope of cure. 

The regions alfeeted were: right colon, 58 instances: left colon (including trans- 
verse colon, splenic flexure, and descending colon), 29; sigmoid, 71; rectosigmoid, 
St, and rectum, LIT. The procedures carried out were divided into four categories, 
namely, exploration only, palliative operation to relieve obstruction, palliative re- 
section, and resection with hope of cure (with and without associated Lymph nodes). 

Recent follow-up showed that 165 patients had died, 65 were still living, and 35 
were not traced. Among these, 94 had survived five years or more. The five year 
survival would undoubtedly have been higher if every patient could have been 
traced, Roughly one-half the patients who had resections with hope of cure and 
who survived the operation were known to be alive at the end of five years. The 
best results were obtained in patients whose lesions were located in the right half 
of the colon. 9 tables. Author's abstract 


67. A Study of Diverticulitis of the Colon in Office Practice. jouN HORNER, St. 


Louis, Mo. Gastroenterology 2/:223 29, June 1952. 


\ report is presented on the incidence of diverticulitis and its surgical complica- 
tions in private office practice. During a two year period, 364 patients with diver- 
ticulosis were observed. Of these, 75 developed one or more attacks of diverticulitis, 
of suflicient degree to be diagnosed without question. 

The segemental distribution of the diverticula, as well as the age and sex dis- 
tribution of the patients, is similar to that of previous reports. Aging does not make 
a diverticulosis patient more susceptible to diverticulitis. 


All of the 75 patients with diverticulitis have been successfully managed medi- 


cally, despite the occurrence of peridiverticular abscess once and perforation with 
localized peritonitis twice. In addition, seven patients exhibited gross hemorrhage 
from the bowel. The treatment was that customarily recommended. 

It is concluded from these statistics that if patients with acute diverticulitis are 
treated early they rarely become surgical problems. 8 references. 4 figures. 
table. Author's abstract 


68. Solilary Cecal Diverticulitis. RICHARD AHLQUIST AND MAXWELL KEPL, 
Spokane, Wash. West. J. Surg. 60:219-21, May 1952. 


Solitary cecal diverticulitis is extremely rare. The case reported here brings the 
total number reported to one hundred three. 
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This condition represents a true developmental anomaly. [tis present from birth, 
and microscopically all layers of the normal intestinal coat are represented; it is 
single. When this condition becomes inflamed, it mimics acute appendicitis. 

\ case is presented of a young white female, age 21, who was operated on with a 
diagnosis of acute appendicitis. After the abdomen was opened, the appendix was 
found to be mildly congested but not enough so to account for her symptoms. An 
acutely inflamed indurated diverticulum was found on the anteromedial surface 
of the cecum. This was removed as was the appendix, the abdomen then being 
closed in layers. The postoperative course was uneventful, 

A case of acute cecal diverticulitis is presented which was treated by surgical 
excision and primary closure. 4 references. 2 figures. — Author's abstract. 


69. Report on Twenty-One Cases of Nonspecific Ulcerative Terminal Tleitis. 
YOUNGSO KIM AND BANGYOUNG KIM, Pusan, Korea. West J. Surg. 60:606- 
608, December 1952. 


From March through October 1951, the authors had a series of 21 cases never 
before seen in years of medical practice in horea. A summary of the clinical findings 
in these cases is as follows: Males were predominant, 18 to 3. The patients ranged 
in age from 8 to 50, occurring mostly in young adults. Occupation, family, and 
personal history were noncontributary. Symptoms were similar to that of acute 
appendicitis, except for mucous, occasionally bloody, diarrhea, or that of per- 
forated appendix, or typhoid fever. 

On opening the abdomen, the abdominal cavity was filled) with yellowish 
purulent fluid. The region of the cecum and appendix was normal, Just above 
the ileocecal valve 60-120 em. of ileum appeared dark red in color and was covered 
with soft fibrinous exudate. Neither thickening of the gut wall nor stricture of the 
lumen was noted. Within this area of pathology were various sized nodules and 
indurated ulcers on the inside of the wall. Some of the ulcers were on the verge of 
perforation. Tlowever, in each case, despite many indurated ulcers, only one, 
rarely two, round perforations measuring 0.3-0.6 om. in diameter, covered with 
fibrinous exudate, was found. The mesenteric lymph nodes within the vicinity of 
the ileum were quite enlarged. The ulcer edges were trimmed and sutures through 
the layers of the gut were taken to correct the perforation and strengthen the wall. 
Where it was about to perforate, strengthening sutures were introduced. The 
postoperative course was generally uneventful and convalescence lasted from 10 
60 days. Of this series two ended fatally. [In none was there any evidence of 
obstruction of the gut, partial or otherwise, pre- or postoperatively. 

The pathologic picture is suggestive of acute focal necrotic inflammation of the 
terminal portion of the ileum, originated by some toxie etiologic factors diffusing 
into all layers of the gut. It is dissimilar to that of typhoid fever or so-called 
regional ileitis. Laboratory findings of urine, blood, stool, and pus were all nega- 
tive for pathogenesis. Animal inoculation tests were made on rabbits with material 
of 12 patients, and in 3 cases were positive, and were found to reproduce high fever 
six to seven days after the inoculation. On autopsy the pathologic findings at the 
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ileum simulated closely that of the patients and revealed no specific bacteriological 
origin. 

It is felt that these cases represent a new disease not previously reported. For 
lack of a better name it is called ulcerative terminal ileitis, possibly due to a virus. 
3 tables. Author's abstract. 


70. Late Resulls and Complications of Anal Lleostomy. ENERETT CARLSON AND 
GEORGE NOVACOVICH, San Francisco, Calif. West. J. Surg. 67:53-59, Feb- 
ruary 1953. 


Indications for anal ileostomy are familial polyposis and a few selected cases of 
ulcerative colitis. The results of 1 cases are discussed, all followed 18 months or 
more. ‘Two of these were satisfactory, the other two required conversion to an 
abdominal ileostomy, 

Three cases are reviewed in detail. 

Complications encountered were infection and painful fissures at the anal margin. 
Infection in the pelvis oecurred in some reported cases. Methods of drainage and 
delayed trimming of the protruding ileum were mentioned as means of avoiding 
the above difficulties. Urinary retention did develop in the early postoperative 
period. Cramplike abdominal pains, reported by other authors, were not en- 
countered in our cases. 

The nerve supply to the anal muscular cull is described. 

The importance of dietary precautions, postoperatively, is emphasized. 

Certain persons are temperamentally unsuited for this operation, a certain 
stoicism being imperative to survive an inevitable early trying postoperative 
course, 

Exercise of the perianal muscles is mentioned. 

Control in the 2 satisfactory cases was good during the day but was lost when 
asleep. 

A two stage operation is advised and reasons for such discussed. Possibility of 
future pregnancy in female patients is considered. A paradoxical stricture found 
in | case is described. 

It is felt that this operation merits further trial. 21) references.—Author’s 
abstract. 


LIVER AND BILIARY TRACT 


Tl. Needle Biopsy of the Liver during Lower Abdominal Operations: Its Value in 
Diagnosis of a Solitary Indelerminale Nodule. CHARLES W. MAYO AND ROY H. 
BASKIN, Rochester, Minn. Proce. Staff Meet., Mayo Clin. 27:216-48, June 18, 
1952. 


Needle biopsy of the liver is said to have become a valuable aid to the study of 
hepatic disease, whether it be inflammatory, metabolic or neoplastic in origin. The 
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authors report a case in which this procedure was carried out, at the time of lapa- 
rotomy, to determine the nature of a hepatic lesion which was palpable to the ex- 
ploring hand of the surgeon but was not accessible to ordinary methods of biopsy. 


The point which prompted the authors to report this case was the fact that a 
solitary, hard, seemingly umbilicated nodule on the anterior surface of the left lobe 
of the liver was detected on surgical exploration of the abdomen because of a large 


polypoid carcinoma of the sigmoid discovered at sigmoidoscopy. This seemed to 
be a single metastatic nodule, but since the authors felt that the situation should be 
clarified, a Silverman needle was introduced through the abdominal wall overlying 
the nodule and guided into the lesion in question by the surgeon’s left hand. The 
tissue thus obtained was sent to the pathologist who examined frozen sections and 
reported that they showed only fibrosis. Consequently, another needle biopsy was 


performed in the same manner and this again was reported as disclosing no evidence 
of malignaney. After this second puncture, the hard consistency of the nodule was 
not evident. Tt, therefore, seemed logical that a thick-walled, solitary eyst of the 
liver had been punctured, and with the evidence of the two negative biopsy reports 
the authors were able to give a more favorable prognosis than could have been 


given had this procedure not been carried out, 


The authors say that the problem in their case seemed to be met fairly well by 
the procedure they followed and recommended. Needle biopsy of the liver in this 
case gave the correct answer to a given problem and enabled the authors to avoid 
undue lengthening of the incision already present and to avoid the production of 
anew sear in the left upper part of the abdomen, all with due safety. 1 references. 


figure. Luthor’s abstract. 


Nonpenetrating Traumatic Ruplure of the Liver. 3. MAJOR GREENE, SAMUEL 
TUREK, AND EARLE GREENE, Chicago, J. Internat. Coll. Surg. 78: 
931-934, December 1952. 


This is a rare condition carrying a mortality of about 60 per cent. A case with 
recovery is described. The patient was buried under 5,000 pounds of falling metal 
tubing. Initially, the only findings were tenderness and rigidity in the right upper 
quadrant, a very transient state of shock, and a left Colles fracture which was 
immediately reduced. Blood counts and a scout film were negative. The diagnosis 
Was intracapsular injury of the liver. Two pints of blood were given. Forty-three 
hours later, the red count and the hemoglobin were moderately reduced, but there 
was again no evidence of free intraabdominal fluid. At 48 hours the picture sud- 
denly changed. Abdominally there was rigidity, distention, rebound tenderness, 
and absent bowel sounds. Temperature and pulse rate rose, and the blood pressure 
dropped. The red count was 3,614,000. The diagnosis was ruptured liver with 
secondary hemorrhage. At operation a large tear in the liver was packed with 
19 feet of uterine gauze and one end was left protruding from the wound. Ap- 
proximately 2000 cubic centimeters of fresh blood was found, Postoperatively 
treatment consisted mainly of Wangensteen suction, whole blood, potassium chlo- 
ride, oxygen, and antibiotics. The abdomen softened in three days. A pneumonic 
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process developed in the right lower lobe and resolved in a few days. 
removed gradually at the thirteenth, fifteenth, and eighteenth day. Biliary drain- 
age continued for 103 days. No gastrointestinal sequelae resulted. 2 references. 
huthor’s abstract. 


The pack was 


SPLEEN 


73. Surgical Aspects of Hypersplenism. KOBERT M. ZOLLINGER, 


MARY M. MARTIN 
AND ROGER Columbus, Ohio. J. A. M.A. 149:21-29, May 3, 
1952. 


Experiences with [Vf consecutive patients with hypersplenism at the Ohio State 
University between April 1, 1946 and January 1, 1951 are discussed. The diagnosis 
of hypersplenism was confirmed by the hematology department in each case prior 
to splenectomy. ‘There were 90 patients with primary hypersplenism and 51 
patients with secondary hypersplenism. Secondary hypersplenism was associated 
with other chronic diseases such as leukemia, Banti’s disease, Boeck’s sarcoid, 
Hodgkin's disease, and certain infections. Patients with primary hypersplenism 
were found to be much better surgical risks than those with secondary hyper- 
splenism due to an inerease in the average age, high incidence of chronic debili- 
tating diseases, and associated severe anemia in the latter group. Despite differ- 
ences in the preoperative condition, preparations for splenectomy were similar. 

In patients with thrombocytopenic purpura, fresh whole blood transfusions 
immediately preceding surgery are indicated to help raise the blood platelets. Of 
more importance is the indication for earlier operation in the face of persisting 
severe thrombocytopenia because of the danger of intracranial hemorrhage. Blood 
loss may be minimized during surgery by the early ligation of the splenic artery, 
following which there is usually a rapid cessation of bleeding tendency. 

The hypersplenic patient with hemolytic anemia must be accepted for sple- 
neetomy with a lower hemoglobin and red blood cell count than that usually con- 
sidered safe for major surgery. Preoperative transfusions are contraindicated since 
the danger of producing hemolytic crisis has been found to be greater than the 
undertaking of splenectomy in the face of anemia. The surgeon must be prepared 
to perform splenectomy with a minimum of blood loss. The splenic artery should 
be ligated early, since blood transfusions may then be given. 

Since the neutrophil counts in patients with splenic neutropenia may vary corn- 
siderably from time to time, splenectomy is best performed at a time when the 
count is at a high peak. Operation should not be delayed if severe neutropenia 
persists. The danger of infection can largely be prevented by routine use of anti- 
bioties. Preoperative blood transfusions are indicated if there is an associated 
anemia, The decision for giving or withholding transfusions in splenic panhema- 
topenia should rest in the hands of a competent hematologist. 

Preoperative gastric intubation and the use by the anesthetist of an endotracheal 
tube are either avoided or introduced with caution in patients with bleeding ten- 
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dency. [tis of utmost importance that a high oxygen content be given in the gas 


mixture during anesthesia. Cyclopropane supplemented with curare for relaxation 
was used in most cases. 

Splenectomy was performed in every case through a left paramedian incision. 
No serious bleeding or postoperative hematoma formation was noted in 57 cases of 
thrombocytopenia. Since the hematologic picture rapidly improves following liga- 
tion of the splenic artery, this should be accomplished early. Other advantages of 
early ligation of the splenic artery are outlined and several technical details of 
splenectomy described. The importance of careful search for and removal of 
accessory spleens is emphasized. Accessory spleens were found in 20 per cent of 
patients and were more frequent in patients with primary hypersplenism. 

Satisfactory hematologic results were obtained in 91 per cent of patients with 
primary hypersplenism and 614 per cent of patients with secondary hypersplenism. 
The postoperative mortality in primary hypersplenism was I.1 per cent and the 
over-all mortality, 5.5 per cent. Postoperative mortality and complications were 
higher in patients with secondary hypersplenism and could be correlated with a 
poorer preoperative condition of the patients in this group. 7 references. 5 figures. 
Nulhor’s abstract. 


PROCTOLOGY 


Hemorrhoids: A Geriatric Problem al Any Age. 3. MONTAGUER, New York, 
N.Y. J. Internat. Coll. Surg. 58:910-916, December 1952. 


In the light of recent research, accepted notions as to the cause oO. hemorrhoids 


can no longer be considered adequate. The muscle tone of the veins and that of the 
levator ani are all-important in maintaining the structural integrity of the hemor- 
rhoidal veins. When this tone is ineflicient because of a hereditary deficiency or 
because the tone of the muscle fibers has been decreased, the hemorrhoidal veins 
cannot successfully combat the extra strain pressure in the portal system, and 
hemorrhoids result from dilatation of the veins within that system. A hitherto 
unsuspected cause of decreased tonicity in these veins is to be found in the decrease 
ef certain hormones, since these normally stimulate the sympathetic nervous 
system, Which in turn maintains the tonicity. When, therefore, because of faulty 
nutrition, toxemia or functional failure of the glands of internal secretion there is a 
. decrease in the quantity or quality of hormones, endocrine imbalance results. This 
is known to affect the autonomic nervous system and hence the smooth muscula- 
ture of the veins. Since age incidence of hemorrhoids coincides with the periods of 
disordered endocrine efficiency, it is more than likely that the endocrine factor is 
a very potent one in instituting the changes that eventuate in hemorrhoid for- 
mation. 
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GENITOURINARY SURGERY 
Neomyein in the Treatment of Urinary Tract Infections. Keep NesBrT, 


AUSTIN I. DODSON, JRL, AND CHARLES ©. MACKINNEY, Ann Arbor, Mich. Anti- 
bioties & Chemotherapy 2:447-52, September 1952. 


Neomycin Sulfate, a new antibiotic derived from Slreplomyces fradiae, was used 
by the authors in the treatment of 18 patients with chronic urinary tract infections. 
Rach of the patients had previously been treated with one to five different: thera- 
peutic agents without apparent change in the status of their infection. 

Careful studies were carried out on each patient, including renal function tests, 
and pre- and post-therapy cultures of the urine. 

Of the 18 patients treated, 12 cases had culturally sterile urines at the end of 
treatment, and 8 of these were clinically free from infection when seen from one 
week to nine months following therapy. 

Treatment consisted of one quarter of a gram of neomycin every six hours in- 
tramuscularly fora maximum period of five days. Toxie reactions to the drug in this 
low dosage were insignificant, in contradistinetion to previous reports of high toxicity. 

In 102 in vilro sensitivity studies, neomycin compared favorably with the other 
newer antibiotics, including aureomycin, terramycin, and chloromycetin. refer- 
ences, 2 figures. | table. -Author’s abstract. 


76.  lrethral Ruplure al Apes of the Prostale. Complication of Fracture of the 
Pelvis. K. ORMOND AND Ww. FATREY, Detroit, Mich. J. A. MLA. 149; 
15-18, May 3, 1952. 


Rupture of the urethra at the apex of the prostate, complicating fracture of the 


pelvis, is uncommon, but the consequences of delayed, incomplete or improper 


treatment are so incapacitating that it is worth emphasizing. In every instance of 
fracture of the pelvis, the condition of the bladder and urethra should be deter- 
mined as soon as possible. Ef the patient voids freely and the urine contains no 
blood, probably all is well. If the patient is unconscious or if he is unable to void 
after a reasonable time, he should be catheterized. If blood is present in the urine 
a cystourethrogram should be made with a 15 per cent solution of one of the common 
media used in making excretory urograms, or sodium iodide. 

When the diagnosis is made two problems are present: first, to save life; and 
second, to restore immediately the continuity of the urethra. The easiest, quickest, 
least traumatizing, and very effective procedure for accomplishing both aims is to 
drain extravasated urine and blood by a suprapubic incision, and at the same time 
open the bladder and insert either a Foley catheter or Pilcher bag. This splints 
the urethra and permits traction on the bladder neck to draw the prostate down 
to the triangular ligament, restoring the continuity of the urethra and preventing 
stricture formation, 

Six cases are reported; 3 illustrating good results from the use of this method, 
and 3 showing the bad results of neglect of the urethral injury, 9 references, 
5 figures. -Author’s abstract. 
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Diseases of the Lrachus. With Three Illustrative Case Reports. eRnesv P. 
CARREAU AND GEORGE 4. HIGGINS, Wichita, Kan. Am. J. Surg. 84:205-11, 


August 1952. 


Diseases of the urachus are uncommon, Although these diseases are generally 
classified with diseases of the genitourinary system, the general surgeon may be the 
first to see the patient. The urachus is generally considered to be the vestigial 
remnant of the allantois, which communicates with the cloaca in the fetus. Urachal 
disorders are most frequently due to a developmental disturbance of obliteration. 
This may include a patent urachus with urine draining at the umbilicus, cyst 
formation or blind eysts communicating with the bladder or umbilicus. When in- 
fection complicates these conditions, surgical intervention is usually necessary. 
The etiologic agent may be any of the common urinary bacteria as well as tubercu- 
losis and actinomycosis. 

Benign tumors as well as carcinoma and questionable sarcoma may be associated 
with the urachus. 

The diagnosis depends on a history of persistent drainage from the umbilicus 
and or presence of a mass about the latter or between the latter and pubis. 

Treatment includes incision and drainage of acute infections and surgical ex- 
tirpation when possible. A classification of diseases of the urachus is presented 
along with 3 cases representing an acutely infected urachral cyst, a chronic infected 
granulomatous cyst, and an adenocarcinoma of the urachus. 28 references. | table. 
-Author’s abstract. 


78. Treatment of E-rtroversion of the Bladder with Co-Exristing Anal Incompetence. 
G. PETTERSSON, Gothenburg, Sweden. Acta chir. Seandinay.  102:331-37, 


Fase. 5, 1952. 


The author accounts for a case of extroversion of the bladder, complicated with 
prolapse of the vagina and uterus together with deformity of the anus with absence 
of the sphincter musculature. Following a bilateral uretero-sigmoidostomy the 
sigmoid colon was divided, after which the proximal part was led forward as a 
tubular artificial anus. The bladder was extirpated, the genital region recon- 
structed, and the rectal ampulla extirpated. A collecting apparatus of plexiglass 
was constructed from a cast of the tubular anus. This apparatus was equipped 
with interchangeable plastic bladders. The patient has been very easily managed 
after operation, has had no attacks of pyelitis and has been able to play as other 
children. 4 figures. 


Retroperitoneal Lymph Node Resection: The Intercosto-Inguinal) Approach. 
EVAN L. LEWIS, ROBERT E. JOHNSTON, ROBERT B. ROWE, AND J. C. KIMBROUGH, 
Washington, D.C. J. Urol. 67:338-41, March 1952. 


\ revision of previous technics for the removal of the retroperitoneal lymph 


nodes for testicular tumor is described. In the technic described, the incision is 
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made from the inguinal ring to the tip of the tenth rib, then through the tenth 
interspace to the posterior axillary line, Occasionally, the pleura will be inad- 
vertently opened but this has been without consequence. The lymph node resection 
may be started from either below or at the renal pedicle. 

The advantages of this method over other methods are: (1) excellent exposure ; 
(2) it obviates the necessity of going through another body cavity: (3) it is not 
necessary to resect or cut ribs and (1) the postoperative convalescence is smooth 
and without mortality. 

This paper stresses early diagnosis, radical treatment, and operative technic. 
Classification and survival statistics will be forthcoming. | references. 3 figures. 


abstract. 


BO. relero-Intlestinal Anastomosis, New Technic. Jjoun HAND, Portland, 
Ore. West J. Surg. 67:1-17, January 1953. 

\ one stage procedure for bilateral transplantation of the ureters into the sig- 

moid, combining several features from other technics, and a subsequent: modifi- 


cation are deseribed. Each procedure was carried out on a man with carcinoma 
of the bladder, 
The first: procedure consisted of a tunnel-tike ureteral bed and a mucosa-to- 


mucosa anastomosis of the ureter to the sigmoid ostium. The tunnel was made 
through two parallel horizontal incisions in the taenia, cutting through the serosa 
and muscularis. Dissection of the submucosa was carried out with difficulty. 

An attempt was made to dissect similar tunnels through the taenias ol cadavers. 
The submucosa could not be successfully dissected in all in,tances. 

The tunnel technic was also carried out on two dogs. One was sacrificed. Mi- 
crosections from the operative site showed hypertrophy of the muscular layers 
above the tunnel. There was no evidence of infection. Such hypertrophy in the 
absence of infection may be a factor in contributing to postoperative obstruction 
and the ensuing ureteral dilatation, 

Microsections also showed connective tissue surrounding the ureters, which 
indicated that separation of the submucosa from the muscularis mucosa had been 
incomplete. In view of this finding, it is assumed that dissection of the submucosa 
in the first patient had likewise been incomplete and that the residual fibers made 
a relatively resistant ureteral bed. 

Because of the difficulty in dissecting the submucosa through this tunnel, which 
did not permit adequate visualization, the procedure is deemed to be impractical. 

In the modified technic, an open trough was achieved by extending a longi- 
tudinal incision from the border of one horizontal incision to the border of the other 
horizontal incision, On the right side the open trough was combined with a mu- 
cosa-to-mucosa anastomosis; on the left side a Coffey No. | anastomosis seemed 
advisable because of the edema and thickening of the terminal ureter. 

The wide exposure obtained by the open trough made possible complete dis- 
section of the submucosa. [It also permitted thorough hemostasis and lessened the 
danger of penetrating the mucosa, a hazard which had been present in the tunnel 
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technic, At the conclusion of the dissection, there was a relatively long, soft, 


vielding bed into which the ureter could be placed without angulation or com- 
pression, 

The length and softness of the ureteral bed aid collapse of the ureter by intra- 
colonic pressure. They also aid in maintenance of uninterrupted ureteral peri- 
stalis. These factors combined with the patency of the ostium insured by the mu- 
cosa-to-mucosa anastomosis give promise of preventing the commonly feared come 
plications of obstruction, peritonitis, and reflux and of minimizing the possibility 
of pyelonephritis. 17 references. 18 figures. 4 tables. Author's abstract. 


VASCULAR SURGERY 


81. Ovarian Malignancies. Joun HARSH, Birmingham, Ala. J. MA. Alabama, 
22:12-14, July 1952. 


Thirty-nine cases of malignancies occurring in ovarian tissue are reviewed. The 
cases Which were metastatic to the ovary came from endometrium, breast, and 
colon. The 35 primary ovarian cases included the following types of carcinoma: 
serous, 19; mucinous, 8: granulosa, 3: squamous, 2; undifferentiated, 2; arrheno- 
blastoma, 1. Seven patients were less than 10 years of age. 

When first diagnosed only 1 cases, or 10 per cent of the total, had carcinoma 
confined to one ovary with no obvious extension. These were the three granulosa 
cell cases and one serous cystadenocarcinoma, The bilaterality of ovarian carci- 
Homa is again pointed out, 

Some cases of serous cystadenocarcinoma that were thought to be inoperable 
were first treated with deep x-ray therapy and were later benefited by surgery. 
One patient is alive four and one-half years after liver metastasis. A more aggressive 
attitude toward therapy is now being taken than was formerly. 

More complete preoperative study is urged in order that the source of metastatic 
lesions be found. Thorough and more frequent bimanual pelvic examinations are 
advocated. The cases with ascites had all too often been treated for cirrhosis and 
heart failure. 

The question of removing normal ovaries while doing abdominal surgery on the 
postmenopausal woman is discussed. 2 references. -Author’s abstract, 


82. Some Considerations Regarding the Use of Vascular Grafls. Lester BR. SALVAGE 
\ND HENRY N. HARKINS, Seattle, Wash. West. J. Surg., 60:113- 16, Mareh 


1952. 


Vascular grafts may be needed to bridge defects in the arterial system or to gain 
the benefit of vascular shunting procedures which could not otherwise be performed. 
The venous system is able to serve as an autogenous donor but not the arterial, 
except toa very limited degree. If arterial grafts are to be employed, they must 
be preserved homografts. Such grafts kept at temperatures slightly above 0 C, 
in Tyrode's or Ringer's solution with ten per cent homologous serum and those 
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kept at temperatures below minus 1 ©, have proven acceptable. In the arterial 
system all yrafts except arterial autografts become connective tissue tubes. The 
incidence of degenerative change, atheromatous plaques and calcification, seems 
to be more related to a specific host-graft reaction than it does to the period of 
preservation prior to implantation. In the growing pig only aortic autografts in- 
crease in dimensions at the same rate as the aorta of the host. Short length aortic 
homografts, both fresh and preserved, increase in size but at a slower rate than 
does the aorta, Short length inferior vena caval homografts tend to constrict when 
implanted in the abdominal aorta of the growing pig. Fresh inferior vena caval 
autografts implanted in the abdominal aorta of the growing pig frequently dilate. 
The important factors in the implantation of a vascular graft are: first, to choose 
a graft that is no larger than, and preferably slightly smaller than, the vessel into 
Which it is implanted; and second, to do the anastomoses with an absolutely 
minimal amount of intimal trauma. 7 references. figure. 4 tables. — Author's 
abstract, 


83. Contribulo clinico sperimentale allo studio della funzionaliti: renale dopo lega- 
lura della vena cava inferiore. MANTERO, G. BARLASSINA, AND G. MONTE- 
verpe, Milan, Italy. Minerva Chirurgiea, 7:757-66, Oct. 31, 1952. 


With a view to making clear the mechanical action of the ligation of the inferior 
vena cava during chronical heart-disease, the authors have studied its repercussion 
on the renal circulation both on 7 normal dogs and on 3 patients suffering from rheu- 
matic heart disease. The results of the operations have been successful both re- 
garding the animals and the men and good recovery has been obtained. The 
results obtained by the use of clearances show, however, the presence of ischemia 
after the ligation of the vein, both in the case of animals and in the case of a woman 
suffering from failure on the left) side. However, in the medical report of 
two patients affected with congestive failure, an improvement of the renal func- 
tional aspect has been observed. 

Both experimentally and on man no postoperative modifications have been 
noticed regarding 


ORTHOPEDIC. SURGERY 


84. Indications and Contraindications for the Plaster of Paris Walking Bool. 
r. B. QUIGLEY, Boston, Mass. Am. J. Surg. 83:281-86, Mareh 1952. 


A review of currently popular textbooks discloses few definitive statements 
regarding use of the plaster of Paris walking boot. It is widely believed that the 
boot bears weight on the upper tibia and fibula. This concept is disproved by an 
experiment in whicha plaster of Paris boot is applied to a healthy young man, the 
sole is removed, and the foot is seen to project beyond the sole. The boot is then 


removed from a point above the matleoli, and the resulting displacement upward 
of the plaster is checked only by the patella. 


june 1953 QUARTERLY REVIEW OF SURGERY 


/ ; / f 


Another experiment wit!) an amputated leg fastened to a heavy block of wood 
illustrates the effeet of torsion of the plaster boot on fractures between the knee 
and the ankle. Three illustrative case histories are presented. 

It is recommended that the plaster of Paris walking boot is safe for: (1) fractures 
of the fibula above the level of the distal tibio-fibular ligaments; (2) fractures of 
the malleoli below the superior surface of the astragalus; and (3) most fractures of 
bones of the foot distal to the talus and os calceis. Contraindications include frac- 
tures of the both bones of the leg at any stage of healing; fractures of the matleoli 
which if displaced might result in widening of the joint mortise; fractures of the 
os caleis or talus, and fractures of the distal weight-bearing articular surface of 
the tibia. 

In general, the surgeon should not apply a plaster boot if weight bearing will in 
any way disturb the fracture or fractures. 20 references. 20 figures. -Author’s 
abstract, 


85. Non-Neurological Lesions Simulating Protruded Intervertebral Disk. HERMAN 
YOUNG, Rochester, Minn. J. A. ML AL 748:1101-5, Mareh 29, 1952. 


Lesions that cause low back pain and pain in the leg are vot always situated in 
the spinal column or spinal canal. In this paper, the author has reported LO cases 
in which the symptoms closely simulated those caused by protrusion of an inter- 
vertebral disk. An osteoid osteoma of the femur was present int of the cases. 
One of the following lesions was present in the 6 remaining cases: glomus tumor of 
the leg, twisted ovarian cyst, multiple myeloma of the spinal column, eosinophilic 
granuloma of the pelvis, chondromyxosarcoma of the femur, and tuberculous 
arthritis of the sacroiliac joint, 

In recent years, a diagnosis of protrusion of an intervertebral disk has been 
made with increasing frequency in cases of low back pain and pain in the leg. In 


such cases, the correct diagnosis usually can be made by taking an accurate history, 
by making a careful physical examination, and by using all the indicated laboratory 
procedures that are available. If this procedure is followed, a needless operation 
occasionally can be prevented. 10 references. 6 figures. — Author's abstract. 


MISCELLANEOUS 


86. Surgical Creation and Repair of Massive Defects of the Pelvis for Osteomyelitis 
and Bone Tumor: Early Resulls in 4 Cases. LipscomeB, Rochester, 
Minnesota. Proc. Staff Meet., Mayo Clin. 27:441-416, Nov. 5, 1952. 


Four cases are reported in which massive surgical defects of the pelvis were 
created. In cases | and 2 the tie arch of the pelvis was excised because of osteo- 
myelitis. In both instances drainage was eliminated and healing obtained after 
the presence of the disease for 15 and 11 years, respectively. [In cases 3 and 4 the 
ischium, pubis, acetabulum, and head and neck of the femur were excised because 
of a grade | chondrosarcoma and cellular chondroma respectively. Fifty-four and 
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seventeen months, respectively, after the operations the neoplasms had on re- 
curred, In case 3 repair of the defect with a vitallium prosthesis failed as did an 
attempt to arthrodese the surgically lengthened femur to the remaining stub of the 
lium, Some degree of stability seems to have been obtained by a modified mold 
arthroplasty, although it is still too early to know the final outcome of this pro- 
cedure. In case 4 stability was secured by re-establishing the length of the ex- 
tremity with a 2 inch bone graft, which was fused to the body of the ischium and 
the trochanteric region of the femur. Tnternal fixation was secured by straightening 
a Moore blade plate and using this as a spline. The surgical approach and pro- 
cedure used in case 4 are described, 

On the basis of observations in those 4 cases, the following conclusions seem 
justified: 

1. Excision of the tie arch of the pelvis or an entire ischium and pubis together 
with the acetabulum and head and neck of the femur may be advisable because 
of osteomyelitis or neoplasms, 

2. Removal of the tie arch of the pelvis seems to result in no appreciable dis- 
ability of the patient. 

3. Removal or disruption of the tie arch of the pelvis in the 1 cases reported 
herein has not resulted in low back pain. The probabilities are that sacroiliac 
sprain or strain as a cause of low back pain is extremely rare and perhaps non- 
existent. 

1. In carefully selected instances, excision of the major portion of the pelvis 
together with its intrinsic muscles and the entire hip joint is preferable to inter- 
inominoabdominal amputation. Such excision, when feasible, offers as good a 
chanee of cure without extreme mutilation as does transpelvie amputation. 

5. When a major portion of the pelvis is removed because of a chondrosarcomia 
or a cellular chondroma in the vieinity of the acetabulum, the hip joint should be 
excised intact so as not to spill into the wound cells which may be present in the 
synovial fluid, 

6. There are various means for re-establishment of the continuity of the bony 
structures of the pelvis after excision of the hip joint. Experience in only 2 cases 
seems to indicate that the length of the extremity should be re-established with a 
bone graft and that either arthrodesis or modified mold arthroplasty should be 
performed, provided the defect is not too great. 


87. Kpidemie Hemorrhagic Fever of the Far East, or Endemie Hemorrhagic 
Vephroso-Nephritis. A Short Outline of the Disease, with Supplemental Data 
on the Resulls of Raeperimental Inoculation of Human Volunteers. CLAUDIUS 
waver, Washington, D.C. Mil. Surgeon 170: 276 84, April 1952. 


The Korean war brought an obscure epidemic disease to the attention of Amer- 
ican military surgeons. [tis endemic in Manchuria, Siberia and Korea, and it has 
been studied by Russian and Japanese scientists for more than 17 years. The 
research remained uncorrelated and the true significance of the results remained 
misinterpreted until December 1951 when Dr. Mayer came across the Russian 
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term “endemic hemorrhagic nephroso-nephritis” in the original Russian reports 
which he had consulted to see whether they contained any descriptions correspond- 
ing to Japanese accounts of the hemorrhagic diseases of Manchuria and Korea, 

He came to the conclusion that the local kidney disease endemic in the Primorsk 
District of Siberia was identical with the “epidemic hemorrhagic fever” which the 
Japanese had recognized and deseribed during their occupation of Manchuria, and 
which United Nations troops had encountered in Korea. His report, published in 
a preliminary draft form in December L951, drew attention to the real nature and 
the military importance of the disease. 

His article in the Military Surgeon is a shorter description of the disease for the 
general information of the medical profession. There are at least seven different 
Virus infections endemic on Soviet’ Russian territory which produce the same 
clinical symptoms, with petechiae in the skin, and other foeal signs of a hemor- 
rhagic disorder, possibly of vasoneural origin. The virus is, however, different in 
each area: its pathogenicity to man and animals, the hosts and vectors of the virus, 
and the organs which it attacks most severely all vary from place to place. 


The Far Eastern type of epidemic hemorrhagic fever, or endemic nephroso- 


nephritis occurs sporadically throughout the year, and in small seasonal epidemics 
in the spring and in the early fall. [thas been observed in semi rural or chiefly 
rural districts, among people living in tents or barracks and military camps. Tt is 
endemic in swampy regions along the rivers of Northeastern Manchuria and the 
Russian Far East, and in Korea as far south as Pusan. Most of the sick are young 
persons between the ages of 20 and 30 years, 

The Manchurian field mouse (Apodemus agrarius mantehuricus), and the Eastern 
vole ( Vierolus michnot pellicus) are suspected, together with other rodents, as the 
chief vertebrate hosts of the vector insects. Among these insects the Laelaplid 
miles, especially Laelaps jellmari, are considered the most important in transmitting 
the virus of epidemic hemorrhagic fever by bite. The portal of entry could not be 
demonstrated, however, since the bite of Laelaps does not produce a visible pune- 
ture. 

Though the virus could not be isolated or cultivated on artificial media various 
experiments were carried out with the blood and urine of infected patients. Tt was 
possible to transfer the disease from a naturaliy sick individual to monkeys and to 
human volunteers by intramuscular or intravenous injection of blood and urine 
taken during the febrile stage. These experiments also showed the value of con- 
valescent serum in mitigating the severity of clinical symptoms. 

The average mortality is now about 5 per cent, but varies with the clinical type 
of the disease, iLe., grippo-typhoid, gastrointestinal, uremic, and meningoenceph- 
alitic. The first type runs the mildest course and lasts about 3 weeks. A first 
febrile stage, with temperatures up to LOEB. for about six days, is followed by an 
afebrile period during which the clinical signs of hemorrhagic diathesis and toxemia 
make their appearance (purpura, hematuria, proteinuria, oliguria, azotemia, tox- 
emia). [tis followed by the convalescent stage in which an almost complete anuria 
will change to abundant diuresis, polydipsia, and hyposthenuria, The most typical, 
pathognomonic changes are in the kidney, and the pituitary, both being the almost 
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constant sites of hemorrhages. There is no histologic evidence of a true nephritis 
or of nephrosis. 

The endemic outbreaks are to be controlled by various public health measures 
(chiefly the control of Apodemus and of Laelaps which is carried by hay and straw). 
In lack of adequate knowledge of the virus, no vaccine is yet available for pro- 
tective immunization. For the treatment of the sick one has to rely upon general 
measures because there is no specific serum against the disease and antibiotics are 
of no value. Isolation of the sick is not necessary since epidemic hemorrhagic fever 
is not a contagious disease. -Author’s abstract. 


This brings lo mind the excellent work of Prof. Hans Zinsser entitled, *Rals, Lice, 
and History.” JS. WF. 


88. Preventive and Conservative Treatment of Osleochondrosis Dissecans. Acta 
orthopedica scandinavicea, V. 27, Fase. 1, 1951, and Osleochondrosis Dissecans 
in Two Brothers, the Pre- and Developed State. Acta radiologica, \. 37, 
Fase. 5, 1952. Hans Novorny, Oslo, Norway. 


In both papers the author demonstrates by case histories and x-ray pictures the 
probability of the development of osteochondrosis dissecans (0. d.) from the ac- 
cessory ossicula of the epiphyses. He emphasizes that there is a prestate of 0. d. 
Which has as a pathologic, anatomic substrate the ossiculum with a lowered vi- 
tality. The ossicula at the epiphyses are an expression of rapid growth and their 
decrease of viability (the prestate of 0. d.) might be connected with Murk Jansen’s 
law of growing cells, which states that vulnerability of growing cells increases pro- 
portionately to the speed of their growing. Therefore the cause of their lower vi- 
ability is probably too rapid growth in certain individuals combined with the fre- 
quent lighter or more severe injuries to which children by their lively activity are 
constantly subjected. The constitutional factor in this picture is more clearly 
shown in the second paper. 

The discovery of a prestate of 0. d. which can be healed by immobilization in 
plaster of Paris is of importance, especially for doctors who are engaged in the 
supervision of sport activities of children and adults. The development of 0, d. 
can be prevented by exact observation and examination. Symptoms during the 
prestate are often slight, but sometimes also just as acute as in the developed state, 
with locking of joints. 

Immobilization in plaster of Paris seems to shorten considerably the time of 
uniting of the damaged ossiculum to the epiphysis and gives a greater prospect of 
unification than purely expectant treatment. 

On radiologic examination the ossiculum with diminished viability often shows 
an appearance different from the normal one, insofar as its outline is not sharp but 
more like a little fleeey cloud. 

Altogether ft cases of the prestate and 4 cases of developed 0, d. are reported. 
All but one (a girl aged 21) healed with immobilization in plaster of Paris in the 
course of about three months. 
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PATHOLOGIC: PREGNANCY 


36. The Use of Ethinyl Estradiol in Pregnancy. CHARLES H. BIRNBERG, LEONARD 
J. BRANDMAN, AND BERNARD GREENBLAT, Brooklyn, \. Y. Am. J. Obst. & 
Ciynec. 63:1151-53, May 1952. 


It has been concluded that: (1) progesterone facilitates the metabolic conversion 
of the estrogens and hence depresses their rate of inactivation, (2) estrogen inacti- 
vation products play an important role in the stimulation of sex steroid secretion 
and (3) the production of progesterone during the luteal phase of the menstrual 
eyele and around the thirty-eighth week of normal pregnancy is sufficient to reduce 
estrogen inactivation to such an extent as to remove the stimulus for sex steroid 
secretion. Tt has accordingly been proposed that the administration, during the 
middle months of pregnaney, of larger amounts of estrogenic material than could 
be metabolized by the available progesterone might supply a. sufficient concen- 
tration of inactivation products to forestall any incipient premature deficiency of 
estrogen and progesterone, 

This study comprises a group of 381 clinic patients. Alternate patients were 
chosen and given 0.5 mg. Ethinyl Estradiol three times daily until delivery. This 
was found to yield excellent fetal salvage with patients who have had previous 
abortions. This standard dosage schedule did not decrease the chances for a 
pregnaney complicated by a toxemia. 

The side effects of the medication were relatively mild, 

\ progressively increasing dosage schedule beginning with 0.5 mg. of Ethiny| 
Estradiol three times daily for the first three months, four times a day during the 
fourth month, and increasing one tablet daily every month until term, reduced the 
incidence of toxemia of pregnaney. 

From this study it also appeared that labor was approached to a greater extent, 
with an effacing or effaced cervix, and labor was more rapid. 5 references. 
futhor’s abstract. 
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37. Trials with Peneillin in the Treatment of Pre-Eclampsia and Eclampsia. 
GEORGE V. SMITH, O. WATKINS SMITH, AND SEYMOUR L. ROMNEY, Brookline, 
Mass. Am. J. Obst. & Gynec. 63:1185-99, June 1952 


Having concluded from their studies that the toxic protein in menstrual dis- 
charge and the final cause of toxemia of pregnancy were identical, the authors 
decided to use penicillin in the treatment of toxemia of pregnancy when they dis- 
covered that penicillin saved the lives of rats given lethal doses of menstrual 
discharge. 

Their first 8 treated cases are reported. They were carefully studied during a 
preliminary control period and during the administration of large doses of peni- 
cillin, Diuresis and increased albuminuria were noted consistently following the 
administration of the antibiotic. Decreased hypertension also followed but was 
not so dramatic or consistent. The work in rats and these results indicated that 
penicillin has an antitoxie as well as antibacterial action. Fetal loss, in some of the 
cases, emphasized the point that penicillin ameliorated only the toxemia and had 
no curative effect on the basie pathologic process in the uterus. In 2 patients with 
mild toxemia, however, the use of penicillin seemed to have been instrumental in 
obtaining an improved placental response to the administration of stilbestrol as 
gauged by rising levels of urinary progesterone metabolites, so that the preg- 
nancies continued normally, and healthy babies resulted. Int patient the oral 
administration of terramycin indicated that this antibiotic also had an antitoxic 
effect in this disease. 

The authors recommended that peneillin and terramyein be used for their anti- 
toxic effeet not only in toxemia of pregnaney but in any other condition involy ing 
catabolysm of protein. 7 references. 8 figures Author's abstract. 


Critical Study of Eclampsia ina Munie(pal Hospital. Leon M. ROBERTS, 
New York, NOY. Am. J. Obst. & Gynec. 63-1102 1109, May 1952. 


From 1910 1950 inclusive, there were 27 eclamptics treated on the obstetrical 
service of Fordham Hospital in New York City, representing .24 per cent of 11.057 
deliveries. A statistically significant proportion of this series admitted to no ob- 
stetrical care prior to the seizure. 

There were 16 primipara and LE multipara, and seizures occurred antepartum 
in 18. intrapartum int, and postpartum in 8 patients. There was a tendeney for 
the occurrence of antepartum convulsions in primipara, and postpartum: seizures 
in multipara. 

Kight patients were considered to have had prior hypertension, and both ma- 
ternal deaths were in this group. The fetal salvage in this category is like that in 
the rest of the series, being 42 per cent in combined antepartum and postpartum 
eclamptics. There was no correlation between the height of the blood pressure, 
number of convulsions experienced, and the outcome of the pregnancy with respect 
to fetal salvage. Despite the grading of 66 per cent of the antepartum cases as 
severe, there was no significant premature separation of the placenta. 


The total number of seizures in 27 patients was 86, ranging from 1-15 in post- 
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partum patients and from 1-10 in antepartum patients. In controlling the con- 
vulsion, morphine was the drug most commonly used, usually in 14 gr. doses, occa- 
sionally Yg gr. Magnesium sulphate, phenobarbital, sodium amytal, sodium bro- 
mide, chloral hydrate, Demerol, paraldehyde, ether, Pantopon and scopolamine 
F were also used in about that order of descending frequency. In 13 cases, there was 
no recurrence of convulsions after treatment started. Fourteen cases must be 
regarded as therapeutic failures if this criterion of the success of immediate therapy 
in eclampsia is acceptable, in that among these there were 2.3 recurrent convulsions 
(average) per patient after entering the hospital, and after treatment had begun. 


Ninety per cent of the recurring seizures occurred more than two hours after the 
onset of therapy. This is interpreted as indicating that adequate sedation was 
achieved at the outset, but that a constant adequate level was not maintained. 
The fate of the pregnaney is known in all but one case. Of seven postpartum 
cases, there was a 14 per cent fetal and neonatal mortality. The other 19 experi- 
enced a rate of 70 per cent. In the cases of 5 patients who gave birth to stillborn 
infants, the fetal hearts had been noted to disappear a variable length of time after 


treatment and improvement, averaging four days. 
The use of morphine, barbiturates, glucose, and magnesium sulphate at intervals 


for the control of convulsions is not satisfactory. Increased fetal survival should 


result’ from the application of a means to adequately control the toxemia and 
seizures, and the maintenance of a constant nonfluctuating control followed by 
early delivery. The two maternal mortalities (rate 7.8 per cent) resulted from an 
episode characteristic of a pulmonary embolus following a cesarean section, and 


persistent coma and pneumonia and uremia. 17 references. 3 tables. Luthor’s 


abstract, 


39. Diabetes Mellitus Complicating Preqnancy. LeRoy RUEPMILLER AND ROY 
Nicopemus, Danville, Pa. Pennsylvania VJ. 55:109- 12, May 1952 


This study revealed that in the authors’ clinie the incidence of diabetes with 
pregnaney is bin 750 pregnancies and consisted of a thorough analysis of the 


records of 35 pregnancies in diabetic women over a period of 18 years. 


Thirty-five pregnancies occurred in 31 pregnant women. Four were terminated 
by hysterotomy with sterilization. Twenty-seven diabetic women gave birth to 31 
infants. Eleven were still-born the records of these mothers represented the 


maximum degree of poor management; LO having little or no prenatal supervision. 
There were 20 live births with 5 neonatal deaths. The records of the 5 neonatal 
deaths showed that only two mothers received adequate prenatal and diabetic care. 


The infants of these two mothers died because of congenital anomalies incompatible 


with life, 
Fundamental principles carried out to prevent the high fetal mortality ; 


1. Rigid supervision and management of the diabetes. All diabetic pregnant 
: women are referred to the internists; she is seen weekly and when admitted to 


obstetric service, the internists continue to supervise diabetes. The total amount 
of calories preseribed is individualized and is dependent on the nutritional state of 
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the patient. Noset rules concerning the amount of insulin required can be adopted; 
the amount used should be sufficient to keep the patient in so-called “metabolic 
balance.” Dietary regulations and insulin therapy should aim at maintaining the 
blood sugar at relatively normal levels. Insulin dosage is controlled mainly by 
blood rather than urinary sugar determinations. Particular consideration should 
be given to supplementary vitamins and minerals, especially the components of 
the B complex and iron, 

2. Meticulous prenatal supervision by an obstetrician. Patients should be seen 
early in pregnancy by the obstetrician; usual examinations are made supplemented 
by a search for vascular sclerotic changes. The salient points in the supervision 
can be brought out by stating that intrauterine death is associated with: keto- 
acidosis, development of excessive edema and hydramnios without hypertensive 
disease, hypertensive vascular disease and pre-eclampsia. 

3. Premature termination of the pregnaney. All pregnant women with diabetes 
are admitted to the hospital at 35 weeks’ gestation. Efforts are made to prepare 
them for termination of pregnancy by elective cesarean section at the thirty- 
seventh week of gestation. Neonatal deaths can occur regardless of the method of 
delivery. All of the cesarean sections are done under spinal anesthesia without 
the usual preoperative medication in order to avoid nareotizing effects on the 
infant. 

1. Special care of the newborn infant. Management of the newborn baby should 
be by a pediatrician. Tnfants need same care as premature infants — irrespective 
of their actual weights. Immediate postnatal management: clearance of the upper 
part of the respiratory tract by postural drainage for the establishment of a clear 
airway; repeated pharyngeal and tracheal suctions at definite intervals to remove 
mucus; all infants should be incubated to maintain body heat and given a con- 
tinuous supply of oxygen: dehydration of the infant for a period of 24 to 18 hours 
to allow edema to subside; marked hypoglycemia should be prevented — glucose 
should be used. The amount to be given at intervals is best determined by the 
micromethod blood sugar procedure. 2 references. — Author's abstract. 


Chronie leerative Colitis and Pregnancy. 


MARCEL PATTERSON AND ERNEST 
J. EYTINGE, Boston, Miass. New England J. Med. 246-691-914, May 1, 1952. 


The effect of pregnaney on 16 patients with chronic ulcerative colitis has been 
described. Eight of the 16 patients became pregnant while the colitis was mod- 
erately active. In these 8 patients there were 18 pregnancies with 16 viable chil- 
dren (one pair of twins), one fetal death which seemed unrelated to the ulcerative 
colitis, one therapeutic abortion, and one abortion which was spontaneous and un- 
related to the colitis. Four patients thought that pregnancy improved the colitis, 
$3 thought that the colitis was definitely aggravated during and after pregnancy, 
and | said that pregnancy had no effect. In one of these patients, death occurred 
one year later as an indirect result of the disease. 

In 3 patients who became pregnant at a time when their colitis was inactive, 
there were four pregnancies with three viable children and one therapeutic abortion. 
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Of these 3 patients, 2 thought that pregnancy had no effect on their condition and 
one believed that her symptoms were aggravated. 


Five patients who developed ulcerative colitis during the course of pregnaney 
were acutely ill. In 3 cases, viable infants were delivered. In one patient the 
process became quiescent, and she has since had two children and is pregnant for 
a third time. One patient died shortly after a miscarriage at the sixth month. One 
patient had two pregnancies, no viable children, and the last pregnaney resulted in 
spontaneous abortion at the third month. In the other 2 patients the disease has 
continued to be active, one required ileostomy two months after delivery ; the other 
has developed rheumatoid arthritis. 

Pregnaney which occurs during an inactive stage of ulcerative colitis is usually 
well tolerated. Pregnancy in a patient who is having mild and moderately active 
symptoms may produce variable effects. In some patients there is marked im- 
provement, in other patients definite aggravation. If possible, pregnancy should 
be delayed until the colitis is quiescent, but in the majority of our patients, once it 
oceurs, regardless of symptoms, the pregnaney was carried to term, with viable 
children. 

Ulcerative colitis which develops during pregnancy is an extremely virulent 
disease and may be fatal. 10 references. Author's abstract. 


Vegaloblastie Anemia of Preqnaney and the Puerperium. CLARK, 
Kdinburgh, Scotland. Edinburgh M. J. 59:274-91, June 1952. 


Details of 18 cases of megaloblastic anemia of pregnaney and the puerperium are 
presented, The average age of the patients was 33 years, 5 were primigravidae 
and 12 had borne two or more children, No unequivocal evidence of previous 
megaloblastic anemia of pregnancy was forthcoming. 

Nine cases were recognized during pregnaney, three less than two weeks before 
parturition; 9 were diagnosed in the puerperium. 

Vomiting was sufliciently severe and continuous in 5 cases to prevent an ade- 
quate food in-take, and evidence of an unsatisfactory diet was present in at least 
8 women. Seven complained of a sore tongue, and in TL cases the tongue was 
atrophic; hoilonyehia was not seen. No abnormality was detected in the nervous 
system of any patient. Free hydrochloric acid was present in 10 cases and a his- 
tamine-fast achlorhydria in 6, 2 not having had a test meal. 

The mean hemoglobin was 11 per cent (6.5 Gm. per cent) the highest being 70 
per cent (10.36 Gm. per cent) and the lowest 21 per cent: (3.1 Gm. per cent), The 
mean red cell count Was 2.21 millions per cubie millimeter (range, 1.18 to 3.5 Mg./ 
cmm.). The mean corpuscular volume ranged between 119.2e. u. and 60.0¢. u. 
(mean, 87.2c. u.). Macrocy tosis was detected in only 7 cases, 6 cases had evidence 
of iron deficiency. The bone marrow was megaloblastic in every case. ‘Treatment 
with refined liver extract failed in 8 out of Ll cases. Vitamin By failed to pro- 
duce a response in 5 out of 5 cases. Proteolysed liver and pteroylglutamic acid 
produced a response in all cases in which they were used. Folinic acid was effective 
in the only case to be so treated. 
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All but 2 cases were followed up. Five patients had been without treatment for 


six years or longer and another 5 for one year or longer. Every case save one had 
a red cell count of 4.3 mg. c.mm. or higher, the one exception being shown to have 
a normoblastic marrow. No abnormality was detected in the nervous system of 
any case, and all were clinically well. Tron deficieney was present in some of the 
cases, not necessarily those who had exhibited this feature during their pregnancy. 

The possible etiology of megaloblastic anemia of pregnancy is discussed, and the 
importance of early diagnosis and appropriate treatment is stressed. 89 references. 
5 figures. 8 tables... Author's abstract. 


42. Vassive Hypertrophy of the Breast in Pregnancy. ®. W. BURSLEM AND ©. 


J. 
pewHersr, Manchester, England. J. Obst. & Gynec. Brit. Emp. 59:380-81, 
June 1952. 


In view of its comparative rarity, 2 recent cases of massive mammary hyper- 
trophy are deseribed, 

Case 1: The patient was 27 years old and a primigravida. Her menarche was at 
the age of T4, and there had been no menstrual abnormalities. She was first seen 
When there had been 18 weeks of amenorrhea. Her build was slender, the uterine 
size corresponded to the period of amenorrhea, and no abnormality was detected 
beyond the breast size of which the patient complained. The patient stated that 
her circumference at nipple level had increased from 32 inches at the onset of preg- 
Haney to 42 inches at the time of examination. This last observation was con- 
firmed by tape measurement. The breasts were tender, with large veins running 
over the surface, and they felt nodular and rather doughy. There was no palpable 
axillary adenitis, and both breasts were the same size. 

As time went by it became obvious that the breasts were rapidly enlarging, and 
on each visit the breasts were much larger than on the preceding visit. Also en- 
largement was asymmetrical, the right breast becoming bigger than the left as the 
pregnancy proceeded. 

\ surgical brassiere, whose size was adjustable, was made for her, but she out- 
vrew this as time passed. As term approached, the patient became extremely un- 
comfortable. She had a constant dragging sensation, and she had some difficulty 
in getting about because of this, and because of the breast size. Three days before 
the onset of labor, the greatest circumference of the breasts and chest together was 
inches and the breasts (supported on a scale) weighed stone and pounds, 
respectively, the right being the heavier. 

The labor was uneventful, and a live healthy male infant weighing 844 pounds 
was delivered, 

During the puerperium there was absence of lactation; it} was impossible to 
squeeze even the smallest amount of secretion from the breasts. The tenderness 
and dragging sensation persisted during her bed rest in hospital. 

Sinee the time of delivery nine months ago, there has been a disappointingly 
strall amount of involution of the breasts. Her circumference is now 18 inches and 
the breasts weigh 12 pounds and 9 pounds, respectively, on our rather rough weigh- 
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ing. In about two months time she is to have a plastic operation designed to 
reduce the size of the breasts and to restore their previous shape. 

Case 2: The second patient first noticed excessive breast development during her 
second pregnancy. Some discomfort caused by the weight of the breasts was re- 
lieved at that time by a special support. After delivery, which was premature at 
32 weeks, involution in the breasts was practically complete. The hypertrophy 
appeared again in the early months of the third pregnancy, and by the twenty- 
fourth week the previous brassiére was inadequate and a larger one was obtained. 
This gave support for a time, but as she approached term her breasts became so 
immense that she was unable to wear this. She could not get about comfortably 
and was confined to bed for rest until term. The patient was greatly troubled by 
the enormous size and great weight of the breasts, and, although she was of an 
amiable and phlegmatic temperament, she was obviously embarrassed by them. 
The breasts became, in their most dependent portions, edematous and rather eya- 
notic. There was heavy pigmentation also. 

Delivery was normal, and at the end of Lf days the breasts were considerably 
smaller and more comfortable. Breast feeding was not attempted, and lactation 
was inhibited satisfactorily with stilbestrol. 

The patient refused plastic surgery. 

The possible etiology and the pathology of the condition are briefly discussed. 

Some forms of mammoplasty seem to be the most satisfactory treatment in those 
cases in which the hypertrophy persists after delivery causing the patient diseom- 
fort or embarrassment. 5 references. 6 figures. — Author's abstract. 


3. Erperience with Pranone and ACTH in Rh-Sensilized Pregnancies. 
strom, Salt Lake City, Utah. Am. J. Obst. & Gynec. 63:1038- 44, May 1952. 


In an attempt to confirm the observations of Hoffman and Edwards regarding 
the possible effectiveness of Pranone in cases of Kh sensitization, (Am. J. Obst. & 
Gynec. Jan. 1950), a group of pregnant as well as nonpregnant KRh-sensitized women 
were given Pranone for varying periods of time. The drug was administered in a 
daily dose of at least 100 mg. over a period of at least 12 weeks. Several patients 
received 200 mg. daily over a period of 25 weeks or more. Analysis of the preg- 
nancy end results showed no apparent beneficial effect from the administration of 
the drug. Although in some instances there was a drop in the antibody titre during 
the pregnaney, in none of the cases did antibodies disappear from the blood. A 
total of 35 Rh-sensitized patients received the drug during a pregnancy. Nineteen 
of these patients, although sensitized prior to the pregnancy under treatment, had 
not previously lost infants from hemolytic disease. From this group of 19 preg- 
nancies, 13 Kh positive infants who survived were delivered. Two infants died of 
hemolytic disease. The remaining 16 patients had previously lost infants from 
hemolytic disease. These 16 pregnancies produced 10 stillborn infants despite the 
Pranone treatment: only | infant survived. These end results of fetal salvage are 
about the same as would be expected from a similar group of untreated pregnancies. 
ACTH was administered to 4 pregnant and | nonpregnant Rh-sensitized females 
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in a dose of 100 mg. daily over seven to ten days. Although in each case there was 
a drop in the circulating eosinophil count, no change in the Rh antibody titre was 
evident. 2 references. 5 figures. 2 tables. Author's abstract. 


rinary Retention in Pregnancy. HOWARD M. SEIDNER, MORRIS ARNKOFF, 
AND GIRARD Y. MILLS, Chicago, TIL J. A. M.A. 149:425-26, May 31, 1952. 
In view of the large accumulation of literature concerning the upper urinary 
tract during pregnancy, the little attention paid to the bladder under the same con- 
ditions seems remarkable. In the fourth month of pregnancy, ureteral dilatation 
begins, probably because of increased elaboration of progesterone. At this time 
there are bladder changes comprised of hyperemia, elevation of the trigone, thick- 
ening of the interureteric margin, increase in bladder capacity, and decreased tonic- 
ity. These changes, coupled often with the mechanical pressure of the cervix of a 
retroverted uterus upon the urethra and bladder neck, are responsible for the fairly 
frequent occurrence of acute urinary retention during pregnancy. 
Twelve cases are described to illustrate the syndrome. The diagnosis is made by 
eliciting a history of severe pain with inability to urinate, and the findings of a 
large, distended, tender bladder. Vaginal and rectovaginal examination are im- 


portant in cases of incarcerated retroverted uterus, where the cervix is palpated 


high under the symphysis, pressing anteriorly on the bladder neck. Catheterization 
vives immediate relief, 

The chief importance of recognition of this syndrome lies in not mistaking it for 
an acute condition requiring surgery, which it often resembles. Treatment consists 
of catheterization, replacement of the uterus if retroverted, and administration of 
urocholine,” prostigmin,” or pilocarpine. 16 references. Luthor’s abstract. 


5. Pelvie Tuberculosis and Preqnaney. 4. DONALDSON, London, England. 
Brit. M. J. July 19, 1952. 

Two cases are reported: one of the abortion of an intrauterine pregnancy ina 
patient with diagnosed pelvic tuberculosis, the other of pelvie tuberculosis dis- 
covered six months after a normal confinement. 

A brief review of the literature dealing with pelvic tuberculosis and pregnancy 
is given, 

The possibility of exacerbation of unsuspected pelvic tuberculosis following an 
apparently normal healthy pregnancy is emphasized. 

The frequency with which pregnancy occurs in the presence of pelvic tubercu- 
losis is unknown. Probably many cases have not been reported because the diag- 
nosis had not been established before pregnancy occurred. Recently, a patient was 
seen in the antenatal clinic who four years previously had had bilateral tubal swell- 
ings which were thought to be tuberculous salpingitis. Should pregnancy occur it 
may be extrauterine, or, if intrauterine, abortion may ensue. There is suggestive 
evidence that unsuspected pelvic tuberculosis may rapidly progress in the presence 
of advanced pregnancy, possibly resulting in the death of the mother or infant, or 
both. To what extent modern antibiotics may alter the prognosis remains for 
future assessment. 28 references. 
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16. Pregnaney Complicated by Subarachnoid Hemorrhage. GeorGe TRODELLA, 
Brookline, Mass. Am. J. Obst. & Gynec. 63:1377-78, June 1952. 


A case of subarachnoid hemorrhage complicating pregnancy is reported. 

This case may well be of the primary type and probably occurred at the sites of 
congenital aneurysms of the circle of Willis. There is a question of oxytocies serving 
as a precipitating factor, since there was a rise in blood pressure following their 
administration. Their indiscriminate use may lead to rupture of a congenital in- 
tracranial aneurysm, even though this condition is not suspected 

The frequency of subarachnoid hemorrhage complicating labor is established so 


far as published reports are concerned. 6 references. 


PATHOLOGIC: LABOR INCLUDING OBSTETRICS 


17. Deep Transverse Arrest: Whal Does It Mean? jones, Cheshire, 
land. J. Obst. & Gynec. Brit. Emp. 59:377-79, June 1952. 


The meaning of the term “deep transverse arrest” does not appear to have been 
defined in either the literature or obstetrical textbooks. Although a theoretical 
problem, it is nevertheless important because the term is widely used in hospital 
reports and everyday medical discussions. 

Smellie (1779) and Montgomery (1835) reported cases in which the fetal head was 
arrested in the transverse position deep in the pelvis, but it was the Germans who 
emphasized the importance of the malposition. They use the term liefer Querstand 
which means, when translated literally, deep transverse position or lie. They regard 
this as a transition stage of normal labor which may become pathologie and may 
give rise to delay in the second stage. [tis very probable that much of the con- 
fusion in the meaning of the term has arisen because of the difficulty of exact 
translation. 

Reed (1902) appears to have been the first to use the phrase “deep transverse 
arrest,” but it was not employed in the obstetrical textbooks until 1913 in the 
U.S. A. and 1936 in England. 

Because neither the literature nor the textbooks define the term the opinion of 
the most experienced obstetricians in this country and the U.S. A. was sought. 
Their opinions can be divided almost equally into two schools of thought. One 
maintains that the condition can only occur after full dilatation of the cervix, 
whereas the other considers that the degree of dilatation is immaterial. Thus the 
interpretation of the term remains uncertain. It may be clarified, however, by 
considering 3 cases: where delivery is effected before full dilatation, at or soon 
after full dilatation, and when the cervix has been fully dilated for two hours or 
more. Only in the last case has there been an undoubted failure of the mechanism 
of internal rotation. The crux of the problem concerning the definition of the term 
is whether internal rotation normally occurs before full dilatation, because it is to 
the mechanism of internal rotation that the word “arrest” must refer if the phrase 
is to have any meaning at all. 
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Personal experience supported by the findings of Calkins, and Caldwell, Molloy 
and d'Ksope and the figures obtained from the Liverpool Maternity Hospital indi- 
cate that internal rotation is a phenomenon of the second stage. 

. It is, therefore, suggested, first, that if a term is needed to cover those cases 
delivered before or soon after full dilatation, then “deep transverse position” would 
appear a reasonable one because iv only describes the position and station of the 
head and does not necessarily imply any failure of mechanism or of labor; secondly, 
the term “deep transverse arrest” would be restricted to those cases in which the 
head, deep in the pelvis, remains in the transverse position after it has had an 
adequate time in the second stage to undergo internal rotation. 14 references. 
Nuthor’s abstract. 


lerine Contractions al Term Afler Administration of Progesterone and Watler- 
Soluble Extracts of Desiccaled Corpus Luleam. ROWE-DUTTON, Oxford, 
England, REYNOLDS, Baltimore, Md., and samt. LUBIN, 
Brooklyn, Am. J. Obst. & Gynee. 63:1318 21, June 1952. 


Progesterone tn oil, in microcrystals suspended in aqueous solution, and aqueous 
extract of dessicated corpus luteum (Hynson, Wescott & Dunning) were tested in 
15 women near term or labor. Of3 receiving progesterone, 2 showed weaker uterine 
contractions, as recorded with a tohodynamometer, and delivery was delayed for 
19 hours or more. Aqueous suspension of erystals reduced contractility in 2 but 
was without such effect in 2 others. Delivery occurred within 15 hours, except in 
the case of one woman whose labor was static for more than 24 hours. The water 
extractive of desiccated corpus luteum decreased activity slightly in 2 women but 
was without effect in 6 others. Of 5 women in labor, two multiparas delivered 
within 15 hours, 2 primiparas within 24 hours, and | woman was static for more 
than 2t hours. 4 references. 3 tables. Author's abstract. 


19%. Recent Trends in Cesarean Section and their Influence on Maternal and Fetal 
Vorlalily., JAMES H. WILLIAMS, AND ZEPH J. R. HOLLENBECK, Columbus, Ohio. 
Am. J. Obst. & Gynec. 63:1254-62, June 1952. 


Surgical obstetric trends, particularly caesarean section, during the past decade 
deserve objective analysis for clinical application. A study of the obstetric activ- 
ities of the Department of Obstetrics and Gynecology of The Ohio State University 
College of Medicine has been carried out with this in mind. 

The study surveys 17,586 deliveries of which 523 were by cesarean section. 
Analyses of indication for section, technic, anesthesia, maternal mortality, and fetal 
survival have been carried out. Several observations and conclusions seem note- 
worthy. 

1. No maternal death occurred following low flap section. Six followed classical 
operation and two from postoperative complications associated with the type of 
operation one generalized peritonitis and one intestinal obstruction. The low flap 
technic has replaced the classic operation as a routine procedure in this institution. 
2. The stillbirth rate was unaffected by cesarean section as the method of delivery. 
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® 3. Anesthetic method showed no relation to maternal results, but infant survival 
figures for the liveborns indicated a better outlook with local anesthesia than with 


spinal or general alone. This may only be a tendeney, since the series is not large 


enough to bear strict statistical analysis. 


1. The commonest single factor of clinical significance among the newborn 
deaths was prematurity. Most cases of prematurity admittedly could not be pre- 
vented because of the primary indication for section. However, it was concluded 
that every method for clinical estimation of fetal age should be utilized whenever 
time of section can be elected. tis felt that the inclusion of x-ray determination 
of fetal age is imperative as a further safeguard to the infant. - reference. 3 


figures. LO tables. abstract. 


50. Sudden Death from *Pituitrin” Shock. soun &. KRETTER, Council Bluffs, Ta. 
and BENJAMIN ©. RUSStUM, Omaha, Neb. J. lowa Mi Soe. 42:255 56, June 


1952. 


The report of this case of sudden death from “pituitrin” shock ts of interest, 
since the majority of such cases heretofore recorded have been associated with 
various surgical or obstetrical procedures or in combination with general anesthetic 


agents. In this instance, death occurred prior to any form of manipulation and in 


the absence of any other medication. In addition, the purified oxytocic fraction of 


the posterior pituitary (pitocin) was the agent responsible for coronary spasm and 
‘ death. 
The case cited was a 32 year old secundigravida who expired suddenly in acute 


circulatory collapse during the elective induction of labor with pitocin. Necropsy 


indicated prolonged and intense coronary vasoconstriction evidenced by extensive 


subendocardial hemorrhages paralleling the coronary vascular tree. 


This case supports the contention that untoward cardiac effects can be avoided 


only with nonbiologic oxytocics. 3 references. Author's abstract. 


tn nusual Constriction Ring of the Uterus. 4. Durban, South 
Africa. South African M. J. 26239899, May LO, 1952. 


The patient was a 5-gravida. The second pregnancy was terminated by classical 
cesarean section at a district hospital. The indication appears to have been a 
transverse lie. The other pregnancies ended in normal deliveries. With her present 


pregnancy, she had been in labor for 24 hours and the membranes had ruptured 


immediately before examination. 


The patient’s general condition was satisfactory, and there was no maternal 


distress. The presenting vertex was entering the brim, but was still mobile. The 


fetus was not distressed. The vertex, in the right oceipito-posterior position was 


3 em. above the ischial spines. The cervix was 3% fingers dilated. The pelvis 
‘ showed a brim contraction with satisfactory cavity and outlet. With Munro- 
Kerr's maneuver the vertex did not engage. A diagnosis of cephalo-pelvie dispro- 
portion due to a moderate brim contraction with a big baby in a multipara, with 
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a previous classical cesarean section delivery, was made. 
cesarean, 


It was decided to do a 


The operation was done under caudal anesthesia. About two inches above the 
level of the symphysis pubis there was an hour-glass stricture of the uterus. The 
stricture separated the uterus into two parts; the lower smaller part was occupied 
entirely by the fetal head. The baby was delivered by an upper segment cesarean 
section, a vertical incision being made through the stricture. The stricture was 
firm and fibrous in consistency and it persisted after incision. Its internal cireum- 
ference was little bigger than the baby’s neck which it encircled. The baby weighed 
8 Ib. 7 0z., and its general condition was satisfactory. 

The ring was obviously not a physiologic retraction ring. A pathologic retraction 
ring develops in cases of neglected obstructed labor — this diagnosis is not accep- 
table. Thus a diagnosis of constriction ring is the most likely cephalo-pelvic dis- 
proportion has been mentioned as a predisposing factor. LO references. 


| figure, 
Author's abstract. 


Continuous Caudal Anaesthesia in the Management of Cervical Dystocia. 1. 


RK. ARTHUR AND G. 1. JOHNSON, Cheshire, England. J. Obst. & Gynaec. Brit. 
Emp. 59:372 76, June 1952. 


This paper is a report of 22 cases of cervical dystocia treated by continuous caudal 
anesthesia, Care was taken to include only cases which showed clinical abnor- 
mality of the cervix, and the results are compared and contrasted to the previous 
series of similar cases reported in 1919.) Caudal anesthesia was not used unless one- 
third cervical dilatation had been reached with the fetal head in the midpelvic cavity. 
Co-incident uterine inertia was not regarded as a contraindication; the obstetrician 
induced the caudal anesthesia by the use of the malleable-needle, an initial injection 
of 10 mil. of metyeaine being given, and the anesthesia being maintained by 15 ml. 
doses given by the midwife at half hourly intervals, the patient being turned over 
after each injection. After four to six hours of satisfactory anesthesia, a second 
Vaginal examination was carried out to observe progress. 

In 15 out of the 22 cases, full dilatation was discovered and forceps delivery 
carried out, 12 being simple outlet forceps and 3 requiring manual rotation and sub- 
sequent forceps delivery. Four of the remaining 7 cases showed suflicient progress 
to justify continuation of the treatment in anticipation of full dilatation. After 
an average of nine hours in this second group, 3 were delivered by simple outlet 
forceps, and | necessitated manual rotation before forceps delivery. The 3. re- 
maining cases showed no progress at all, and lower segment cesarean section was 
performed, 

No case of postpartum bladder complications occurred in the whole series, regular 
catheterization having been used as necessary. There were no maternal deaths, no 
stillbirths, and one neonatal death. It is suggested that, while a few cases of 
cervical dystocia are due to a failure of preparation of the cervix, the majority are 
due to disordered function for which the term ‘cervical achalasia’ was borrowed. 


120 « June 1953 QUARTERLY REVIEW OF SURGERY 


The point is made that if caudal anesthesia fails to effect cervical dilatation, suc- 
cessful cesarean section is still possible. The results appear to justify wider use of 
3 tables. Luthor’s abstract. 


this method of treatment. LO references. 


33. Twin Brow Presentation. Bristol, England. J. Obst. & Gynaee., 
Brit. Emp. 59:101-05, June 1952. 


A case report of twin brow presentation is recorded in a primigravida aged 10. 
An additional complication of twin locking developed during the second stage of 
labor due to the head of the second twin being wedged against the chest and ex- 
tended neck of the first, a brow presentation. Owing to impending fetal distress, 
forceps delivery of the first twin was attempted but proved unsuccessful. Internal 
podalic version and breech extraction was then performed. The second twin also 
presented as a brow. The head was flexed without difficulty, but its corrected 
position could not be maintained while forceps were applied, and so this fetus was 
delivered in a similar manner. 

The malpresentations were considered to be due to excessive extensor tone of the 
fetuses. The possibility of twin locking occurring should be borne in mind in any 
case where there is any undue delay in the second stage of labor, particularly if the 
head of the leading twin is known to be extended or detlexed. 

The infants were alive and healthy and weighed 4 pounds 15 ounces (2,240 g.) 
and 7 pounds TL ounces (3,187 g.), respectively, and were binovular. The puer- 
perium was uneventful. 7 references. 1 figure. Author's abstract. 


54. Control of Postpartum Hemorrhage. vanes’ New York, N.Y. J. 
A. 149:757-58, June 21, 1952. 


Hemorrhage is one of the most frequent causes of maternal death. It is con- 
ceded that its treatment by standard methods is unsatisfactory. Packing of the 
uterine cavity, usually a last resort, is not always successful; unfortunately, it 
cannot be repeated. Postpartum hemorrhage can be controlled, no matter what 
its cause, by a method described many years ago by Logothetopoulos in Athens. 

The center of a quadrangular piece of gauze (90 cm. square) is inserted into the 
uterus by means of a sponge forceps. The four corners of this gauze protruding 
from the uterus are spread apart. A long strip of gauze (10 em. by 15m.) is packed 
into this gauze sack now lining the uterine cavity. The four corners of the quad- 
rangular piece of gauze are now approximated, grasped in one hand, and pulled 
downward. The blood supply of the uterus is cut off and bleeding ceases at once. 
In order to maintain the downward traction, the gauze stem is run through a thick 
ring pessary, which is pushed upward against the vulva. The ring is fixed in its 
position with a clamp. 

In conventional packing, we try to compress the open sinuses and blood vessels 

‘ in the wall of the bleeding uterus. “Traction packing” compresses the uterine 

vessels against the pelvic wall, interrupting the blood flow to the uterus immedi- 

ately and completely. [tis obvious that the cause of the bleeding does not influence 
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the effectiveness of this packing. 


It is indicated in cases of severe hemorrhage. It 
controls bleeding at once and eliminates anxiety and haste. 


Onee accomplished, 
additional measures such as transfusions and consultation may be obtained in 
leisure. Tn the case of a ruptured uterus, the packing may enter the abdominal 
cavity through the tear in the uterus. No harm can be done by the possible addi- 
tional trauma, since removal of the uterus is in most cases necessary. Once in 
place, traction packing allows time for careful preoperative preparation. There is 
no urgency for an operative intervention while the patient is in shock, a major 
factor in the high mortality rate in uterine rupture. 

This procedure was studied in cadavers. The packing was inserted and traction 
applied. A dye was injected into the carotid artery under pressure, and, thereafter, 
the pelvic organs were examined. All blood vessels except the uterine arteries were 
filled with the dye. 

We are trying to simplify this procedure further by replacing the packing with 
an nonelastic rubber bag, the durability of which is guaranteed by the manufac- 
turer for many years. 6 references. 2 figures. — Lulthor’s abstract. 


55. Detachment of the 


A. JEPFOCATE AND URSULA M. LISTER, 
Liverpool, England. J. Obst. & Gynec, Brit. Emp. 59:327-35, June 1952. 


Annular detachment of the cervix is not a specially uncommon condition, and 
four specimens are deseribed and illustrated. An account is also given of 2 further 
cases, one in which the patient was seen on account of sterility following detach- 
ment of the cervix during a long labor, and one in which detachment of the cervix 
commenced and involved the anterior lip, but which healed again when the patient 
was treated by cesarean section, 

The etiology of this condition is discussed with the conclusion that it probably 
only occurs in cases of true cervical dystocia, that is, those in which there is passive 
resistance at the external os, but in which the rest of the uterus is acting normally. 
It is pointed out that the cervix in these cases is generally thin and well-effaced, 
and that the presenting part is well applied to it. Moreover, the contractions of 
the uterus are usually reported as being regular and strong. The suggestion in the 
literature that disproportion plays a part in these cases is not substantiated by the 
fact that the presenting part is, as a rule, lying deep in the pelvis. The view that 
annular detachment of the cervix is a complication of true cervical dystocia is also 
supported by the observation that once the cervix comes away the subsequent 
delivery is usually easy and often spontaneous. The high fetal loss in these cases 
is explained not by difliculty in the ultimate delivery, but by the prolongation of 
the first stage of labor. 

Microscopic examination of the detached cervix and of the portions of the uterus 
lying just above the level of detachment indicates that there is a profound vascular 
change which consists of engorgement, thrombosis, and extravasation of blood. The 
line of separation is not governed by the relative amounts of fibrous and muscle 
tissue in different parts of the cervix, but is determined almost entirely by the level 
of the pressure ring exerted by the fetal head, and this in turn depends to a large 
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extent on the degree of dilatation of the cervix at the time of detachment. The 
commonest site is the cervico-vaginal junction, 

The cervix can separate within 30 hours of the onset of labor, and it may do so 
even While the membranes are intact. Hf sacculation of the cervix precedes detach- 
ment, then separation begins where the cervix is most sacculated and thinned. 
This possibility explains the eccentric position of the external os in some of the 
specimens described, 

Although the cervix in these cases shows evidence of serious impairment in its 
circulation, the lower part of the cervix is not always necrotic as is sometimes 
assumed. In fact, in | case described, the tissues proved capable of healing even 
when considerable separation had already taken place. Nor is the process entirely 
one of sloughing because the cervix separates at an earlier stage than would a 
slough, and the microscopic features at the point of separation are not those of a 
slough. Two factors are necessary to cause detachment: (1) devitalisation of 
tissue due to obstruction of the blood supply by firm and evenly distributed pressure 
of the presenting part onto a thin cervix; (2) an active tearing force which is usually 
made up of an efficient upper segment muscle acting around the presenting part 
against a resistant external os, 

Onee the cervix separates, the risk to the mother is not very great. The vessels 
are thrombosed, so hemorrhage is not usually excessive. The chief danger is in- 
fection, but this is largely eliminated by modern therapeutic measures. One of the 
eases described ended fatally, but death was due to bilateral adrenal hemorrhage 
of which there was clinical evidence before the cervix separated. The stump of 
cervix usually heals with a good deal of scarring round it, and the picture is ulti- 
mately one very similar to that seen after surgical amputation. One of the prob- 
lems resulting from this accident is the subsequent sterility whieh is present ina 
large proportion of cases. LO references. UL figures. (author's abstract. 


56. Prolapse of Vaginal Vault Following Hyslereclomy. sHaw, Los 
Angeles, Calif. West. J. Surg., Obst., Gynec. 60:331-10, July 1952. 


Prolapse of the vagina may occur following hysterectomy, either vaginal or ab- 
dominal. In some cases this is due to inherent weakness of the supporting struc- 
tures, but probably it is more often the result of inadequate suturing of the cardinal 
and broad ligaments to the vaginal vault. The author describes a technic for the 
correction of this condition as follows: 

The peritoneum its opened through a midline incision. Strips of rectus faseia 
1.5 em. wide are cut from each side of the midline, extending upward LO em. from 
a pot 2em. above the symphysis. A catgut suture is placed deep in the posterior 
surface of the cervical stump or vaginal vault. A curved clamp is passed between 
the left reetus musele and fascia at the level of the internal ring, beneath the peri- 
toneum, following the course of the round ligament to the catgut suture. Tt enters 
the peritoneal cavity shortly above this point, grasps one end of the catgut suture 


and draws it out to the surface. A bite is taken in the outer end of the left faseia 
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strip, which is then drawn back and sutured to the posterior cervix or vaginal vault, 
with two cotton sutures. This procedure is repeated on the opposite side. Usual 
abdominal closure, with special care devoted to the lower angle of the fascia layer. 

This technic is of especial value when it is desirable to maintain satisfactory 
marital relations. [tis effective also in cases of prolapse in nulliparae due to con- 
genital weakness. When prolapse has existed for some time cystocele, rectocele or 
enterocele may develop and must be corrected. 5 references. 5 figures. Luthor’s 
abstract. 


Combined Vaginal and Abdominal Plication and Cystopery for l rinary Stress 
Incontinence. THOMAS L. BALL, New York, N.Y. Am. J. Obst. & Gynec. 
53, June 1952. 


The author's composite operation incorporates several familiar procedures with 
some additional technics which results in an effective operation for even the 
most difficult cases of urinary stress incontinence. Applying this procedure to 69 
patients with previous operative failures or other complications, a cure rate of 91 
per cent was obtained. The operator must familiarize himself with surgery in the 
space of Retzius to carry out this operation. 

The operative technic is as follows: The full thickness of the vaginal wall is 
opened retrograde; the right side of the urethra is mobilized by the operator's 
right index finger which is introduced into the lateral recess of the space of Retzius. 
The left side of the urethra is similarly mobilized using the left index finger. The 
urethra, bladder neck, and bladder base are plicated for their entire length. Three 
on-end-mattress sutures are placed at the bladder neck over the previous line of 
sutures. “The vaginal wall is trimmed and closed. The space of Retzius is entered 


abdominally and the landmarks identified. The bladder neck is plicated anteriorly 


by three on-end-mattress sutures of 00 chromic catgut. This anterior plication is 
felt to be a most effective means of reducing the calibre of the bladder neck and 
assuring a lasting cure. A simple suprapubic suspension of the urethra to the peri- 
osteum of the symphysis is now done by paired sutures of 0 chromic catgut. Drains 
may be placed in each lateral recess as indicated, 

This operation is applicable to certain patients as a primary procedure. When 
marked obesity, chronic coughs, radiation bladder, and other such conditions exist, 
a simple vaginal plastic and plication will result ina high percentage of failures. It 
is urged that patients be carefully screened so that an inadequate operation is not 
done on patients with this most distressing condition. 17 references. 13 figures. 
table. Author's abstract. 


58. Rupture of the Uterus During Pilocin Infusion. James HENRY FERGUSON, 
GEORGE T. SCHNEIDER, AND HENRY kK. MILLER, New Orleans, La. New Eng- 
land J. Med. 246:691-95, May 1, 1952. 


Case #1 was a multipara in whom labor was induced at term. Seven and one 
half minims of pitocin in two and one half hours produced only weak and irregular 
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contractions. Bleeding and abdominal pain appeared. Rupture of the lower uterine 
segment was found, and hysterectomy was performed. The only error recognized 
was a too rapid administration of the pitocin. Our rule is to administer the drug 


very slowly, never more than 144 minim in any 30 minutes, and even more cau- 


, tiously in the first 30 minutes, 
Case =2 was an hypertensive multipara who received only 3 minims of pitocin 


in five hours. This medication was given for induction of labor, and at the end of 


three hours she was having hard contractions every two to four minutes, each con- 


traction lasting 15 to 75 seconds. She was permitted to have this type of contrac- 


tions for two hours, after which she began to bleed and delivered immediately. A 


rupture of the lower uterine segment was found and hysterectomy performed. The 
error in this case was believed to be the lack of an experienced physician at the 
patient's bedside. Such an attendant would have recognized that these coutrac- 
tions were dangerous for the mother and baby and would have stopped the infusion, 

Despite these accidents we have not discontinued the use of pitocin infusions 


because we believe that with proper control they can be used safely and effectively 
for the treatment of uterine inertia and for the induction of labor. L reference. — 


abstract. 


PATHOLOGY OF NEWBORN 


59. Congenital and Acquired Lesions of the mbilical Cord and Spontaneous Abor- 
lion. CARL T. JAVERT AND BENNETT BARTON, New York, N.Y. Am. J. 
Obst. & Gynec. 63:1005 77, May 1952. 


Congenital and acquired lesions were investigated by the authors as possible 


etiologic factors in spontaneous abortion. A total of 1,000 consecutive cases of 


spontaneous abortion were selected on the basis of tissue examination, which 
vielded 297 umbilical cords sufficiently intact for consideration. Of this number, 
193 were normal, and LOE were abnormal, an incidence of 35 per cent, in contrast 


to 1.8 per cent ina control group of therapeutic and unintentional abortion, 


The lesion and percentage incidence of each were as follows: achordia without 


fetus, HL per cent: achordia with fetus, 8.6 per cent; very short cord, 2.8 per cent; 


very long cord, 10.5; excessive torsion, 15.3; looping, 5.7; coarctation, 8.6; prolapse, 


1.9; twin pregnaney with abnormal cords, 1.9; vascular anomaly, true knot, and 


edema each in 0.9 per cent. Other conditions such as entanglement, varicosities, 


hematomas, cysts, tumors, thrombosis, spontaneous amputation, and split’ cord 


were not observed. Multiple lesions, i.e., very long cord plus looping occurred in 


13.1 per cent of the cases. 


‘ 
Most of the cord complications were such as to cause death in ulero because of 
an obstruction to the fetal circulation. ‘As a result, there were signs suggesting a 
“missed abortion.” A flurry of fetal movement followed by loss of activity over a 
‘ subsequent period may permit a diagnosis of a cord complication. 


In the 1.000 cases, there were 380 fetuses complete enough for evaluation, of 


which 9f or 24 per cent were pathologic. This incidence is somewhat less than the 
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35 per cent obtained for cord complications. Yet cord complications are seldom 
mentioned as a cause of abortion, whereas the pathologic fetus is often stated to be 
the underlying factor. The incidence of cord complications was 56 per cent in the 
group of pathologic fetuses, suggesting an etiologic role in the development of such 
fetuses. 21 references. 14 figures. 4 tables. Author's abstract. 


Ov. Current Trends in Premature Care. ALP RED J. VIGNEC, AUGUST MOSER, ROSE 


ELLIS, AND PAULA ANGELOS, New York, N.Y.) New York J. 69, 
July 15, 1952. 


One of the most effective means of lowering the neonatal mortality rate lies in 
improving the standards of premature care. This can best be accomplished by the 
establishment of autonomous premature units in the hospitals, with their own 
physical equipment and specially trained nursing staff, and with close medical 
supervision. 

This article illustrates the results at St. Vincent's Hospital, New York City, 
When such a premature unit was established, and compares the last full year before 
the unit with the first full year of operation. With the establishment of the pre- 
mature unit, more physical space was available, as well as more adequate equip- 
ment, and a marked improvement was possible in nursing personnel, both qualita- 
tively and quantitatively. 

11950) 1951 the incubator was relied on tocombat and prevent respiratory distress 
more frequently and for longer periods. In 19417-1948, only 8 per cent of incubator 
babies spent over one week in the incubator, while in 1950-1951, 53 per cent spent 
over one week. Tndications for the use of the incubator were broader and included 
prematurity alone. The use of incubators equipped with humidity control proved 
invaluable in the treatment of prematures with respiratory distress. 

It was possible to utilize gavage feedings more frequently in 1950) 1951 due to the 
more adequate training of the nursing personnel. Also, in 1950, polyethylene in- 
dwelling tube feeding was adopted. In addition to changes in the technics of 
feeding, the type of feeding was somewhat altered in that high protein and low 
fat milks were more extensively used. 

There was a sharp rise in incidence of acquired morbidity noted in 1950) 1951 as 
compared with L947) 1948. Among prematures born outside the hospital, 34 per cent 
suffered from infections of various sorts, chiefly of the skin, and 25 per cent from 
nonspecific gastroenteritis. In the group born in the hospital for the same year, 
only 15 per cent suffered from infections and 13.6 per cent from nonspecific gastro- 
enteritis. In 1947 1918 when only prematures born in the hospital were cared for, 
the incidence of infection was 12 per cent and of nonspecific gastroenteritis 7.1 per 
cent. The incidence of impetigo fell from 3 per cent in 1917-1918 to 1.8 per cent in 
1950) 1951, indicating that cross-infection was under better control in the latter 
years. For the management of acquired morbidity, antibiotics and parenteral 
fluids were used much more frequently in 1950-1951 than in 1917-1948. 

Chietly because of the adoption of the above measures, the mortality rate of 
prematures born in St. Vincent's has been reduced from 29.1 per cent in L917 1948 
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to 16.5 per cent in 1950-1951. The mortality rate of prematures transferred into 
St. Vincent's by the Premature Transport Service is 23.5 per cent. This compares 
favorably with the combined mortality rate of all six New York City centers, which 
for prematures born in these hospitals is 15.6 per cent and for those born outside 


per cent. 5 references. 6 figures. 6 tables. Author's abstract. 


61. Surgical Aspeels of Vomiting in the Newborn. 3. 3. MASON BROWN, BL 
COS. EL, Edinburgh, Seotland. Edinburgh 59:51 62. June 1952. 


The paper emphasizes that most newly born babies vomit from causes which do 
not require surgical treatment. Nevertheless, it is imperative that any baby who 


vomits persistently and, particularly, any baby who vomits bile should be investi- 


gated as quickly as possible. The investigation entails the careful natal and post- 


natal history and family history, clinical examination, radiography without any 


opaque medium and, in certain instances, following the use of an innocuous medium, 


such as lipiodol, and the examination of the meconium or stool. 


In a series of TL consecutive neonatal cases with vomiting, pyloric stenosis was 


responsible in 50 per cent of the cases; congenital abnormalities —atresiae, stenoses, 


duplications, congenital bands, Meckel’s diverticulum, volvulus neonatorum, tn 


carcerated internal and external herniae, meconium ileus, and Hirschsprung’s dis- 


ease — were represented in the other 50 per cent of the patients. 


The importance of the stomach tube, before and during operation. and the re- 


placement of blood was emphasized. 


While the mortality rate was high, if the cases of pyloric stenosis were excluded, 


it should not be regarded as a mortality rate, because many ef the babies had 


multiple anomalies and surgery is indicated in all cases because the ultimate prog- 


nosis can be nothing less than a normal expectancy of life. 5 references. 1 figures. 


abstract. 


62. The Assessment of Inadequate Lactation. 4. Edinburgh, Scotland. 
Kdinburgh M. J. 59:238 16, May 1952. 


Methods of assessing Inadequate lactation were studied in the Royal Lufirmary, 
k:dinburgh. Two clinical pictures of inadequate lactation were found. In the first, 


which occurs in patients with a diminishing milk yield, symptoms in the mother are 


generally present. Tn the second, which occurs where the infant's demands increase 


beyond the mother’s maximum milk yield, symptoms in the mother are absent, 


Symptoms occurring in the underfed infant are discussed, and it is stressed that 


milk from a mother with a scanty milk supply can act as a gastric irritant when 


given to her infant, 
Routine weighing of an infant, both during and after the first LO days of life, is 
advocated as a method of assessing adequacy of lactation. Clinical investigations 
show that the following findings in an infant's weight chart are highly suggestive 


of underfeeding: loss of weight after the fifth day of life, failure to gain weight by 


the eighth day of life. a weight gain over a period of two weeks which is half the 


OBSTETRICS AND GYNECOLOGY 1953 e 127 


| | 


expected amount, and an infant otherwise healthy, with a weight below the lower 
“confidence timits.” 

Test-weighing is invaluable in investigating the underfed infant. Infants ob- 
taining less than | oz. of breast milk per Ib. body weight on the fifth day of life, or 
less than 1g oz. per lb. body weight on the eighth day of life, or less than 2 oz. per 
Ib. body weight on or after the fourteenth day of life are very probably underfed. 

The estimation of either the chloride content or electrical conductivity of milk is 
advocated in suspected cases of inadequate lactation if test-weighing is not prac- 
tical. Results which suggest inadequate lactation are as follows: chloride values for 
milk from both breasts exceeding 112 mg. per cent in women in the second week of 
lactation or 75 mg. per cent in women in the third or fourth week of lactation or 
60 my. per cent in women in the second to sixth month of lactation. Similarly, 
measurement of electrical conductivity of milk from both breasts which are over 
270. 10 ohm Sem! for women in the second week of lactation, 225 x 
em! for women in the third and fourth week of lactation, and 210 x 10 ohm! 
cm | for women in the second to fifth month of lactation are evidence favoring the 
diagnosis of inadequate lactation. 


Routine estimation of the milk chloride or electrical conductivity of women in 
the second to fourth week of lactation will help the pediatrician to predict the 
duration of lactation, for at least 70 per cent of women with a milk chloride value 
of over LOO my. per cent or an electrical conductivity value over 250. 
em ‘at 18-C. during this period stop lactating by the time their infants are two 
months old. Women with lower chloride or electrical conductivity values usually ’ 
lactate for a longer period. 29 references. 2 figures. 3 tables. - Author's abstract. 


oy necology 


THE UTERUS INCLUDING CANCER OF THE UTERUS 


63. The Vaginal Smear as an Aid lo Diagnosis of Genital Tract Malignaney in 
Women. ERICA WACHTEL AND JOHN A. PLESTER, London, England. J. Obst. 
& Gynaee., Brit. Emp. June 1952. 


\ critical review over the last two years’ experience with vaginal smear cancer 


diagnosis carried out in the Gynaecological Department of the Hammersmith Hos- 
pital is presented, 


Two thousand, five hundred and fifty smears coming from 1853 patients and ’ 
taken as part of the routine investigations over 30 years of age were examined. 
Thirty-eight of these came from cancer patients, 16 being squamous and 22 col- 
umnar celled in type. , 


Thirteen out of the total of L6 squamous carcinomata were diagnosed correctly 


by the smear, | was not investigated eytologically, and 2 gave false negative results. 
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This corresponds to an incidence of error of 12 per cent, which is in keeping with 
American figures of false negative reports varying around LO per cent, 


Twenty of the 22 adenocarcinomata were diagnosed correctly by the smear, 1 


smear was found unsuitable and | was a false negative, corresponding to an inet 
f dence of error of only $.5 percent. Ina high proportion of these patients the smear 
diagnosis was the first indication of the presence of malignant disease, since clinical 


histories and examinations did not reveal any causes for alarm. 


The value of the vaginal smear as a means of early cancer detection is discussed. 


It is a painless method which can be repeated ad libitum and which has the advan- 
tage over the biopsy that it can be carried out in Outpatients’ Departments. Where 
no lesion is Visible biopsies may be taken from healthy tissues whereas an early new 


growth may remain unnoticed and undisturbed. The smear reviewing material 


from the total area is, in such cases, more reliable. Tnaddition, carcinomata growing 


in sites which the curette cannot reach will also escape detection without cy to- 


logical Investigation. 
Seven of the 38 cancer patients were clinically unsuspected and have been de- 


tected by routine smeers. The case histories of these patients are briefly outlined. 


As the cytologist reviews the morphology of single cells only and cannot study 
abnormal behaviour of cells, difficulties in correct: interpretation are sometimes 
encountered, Inflammatory changes may occasionally closely resemble malignant 


patterns which accounts for “false positive” smear reports. “Pwo such cases are 


discussed, one coming from a patient suffering from an ulcerating and infected 


? endometrial polyp and the other from a woman whose endometrium was found to 


be thickened and sloughing towards the endocervix. In the last two years five 


“false positive” reports were made, Le., 11.6 per cent of our positive diagnoses were 


incorrect. On the other hand, taking the false negative reports also into consider- 


ation and comparing all incorrect reports with the total number of smear diagnoses, 


the over-all factor of error is only 0.5 per cent, 


It has occasionally been found possible to diagnose ovarian carcinomata in 


smears from the posterior fornix. These cases showed the presence of seanty adeno- 


carcinoma cells in’ single arrangement and not in cluster formation as is usual in 


uterine adenocarcinomata. These appearances seemed to us sufficiently different 


from those of endometrial neoplasms to distinguish between them. No claim: is 


made that this is possible in the majority of such cases. 7 references. UL figures. 
3 tables. 


abstract. 


THE ADNENA (PHYSIOLOGY AND PATHOLOGY) 


61. Formula for Selecting the Optimum Time for Conception. J. FARRIS, 
Philadelphia, Pa. Am. J. Obst. & Gynec. 16, May 1952. 


\ formula is deseribed for selecting the optimum time for coitus or insemination 


° for conception. “The successful day as determined by the rat hyperemia test re- 
sulted ina definite trend of ovulation on which the formula is based. The formula 


to be followed is: 
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Schedule A. 1. Average three recent, consecutive menstrual cycles, to the nearest 
whole day. A day is added if the fraction is greater than 0.5 of a day. 
2. Divide this number by 2; omit any fraction of a day. 


3. Starting two days before this mideyele day, practice coitus or insemination 
once daily for three consecutive days. 

Schedule B. Uf conception fails after following Schedule A for four months: 

Practice coitus, starting three days before the mideyele day, daily for three con- 
secutive days. 

Schedule C. We conception fails after following schedules A and B for four months 
each: 

Practice coitus, starting one day before the mideyele day, daily for three con- 
secutive days. 

After comparing the results obtained by other methods with those of the formula 
for selecting the optimum time for conception, the conclusion is reached that, with 
the exception of the rat hyperemia test, which is the most precise for this purpose, 
there is no method at the present time that is as satisfactory. 9 references. | table. 
huthor’s abstract. 


OPERATIVE GYNECOLOGY 


65. Causes and Prevention of Defective Hemostasis, Together with a Technic for 
Total Hysterectomy. BER, Philadelphia, Pa. Am. J. Obst. & 
Caynec. 63:1272 81, June 1952. 


The technical problems which arise in dissecting a narrow bridge of tissue have 
been pointed out. The disadvantage of crushing clamps has been shown. A 
common technical erro which is responsible for many a hemorrhage has been 


revealed and deseribea. The importance of the transverse cut and the proper 


location of the ligatures has been stressed, with particular reference to the problem 
of obtaining reliable stumps and avoiding unligated areas between the ligatures. 
The cylinder clamp has been presented: this new device has made it possible to 
create a new technic for dissecting safely, a long, but narrow, bridge of tissue. 
The most important features of the new technic developed for the total hysterec- 
tomy are: (1) embracing of the parametrium with the eylinder clamp, instead of 
crushing it; (2) tying before cutting: (3) the transverse cut; (4) the extent of the 
transverse cutall the way to the ligature; (5) placing of the ligatures extremely close 
to each other; (6) the use of theli gature guide; (7) ligating of both uterine arteries 
before cutting one of them: and (8) the retying maneuver. 2 references. 5 figures. 


STERILITY AND FERTILITY 


66. The Relation of Cervical Mucus and Asthenospermia in Sterility. 
sanpier, Manchester, England. J. Obst. Gynaec. Brit. Emp. 59:202—07, 
April 1952. 


This paper first discusses the characteristics of normal semen. describes the 
wide variations in what is regarded as normal and attributes these differences to the 


june 1953 QUARTERLY REVIEW OF SURGERY 


> 
130° 


absence of any definitions of standards, and the fact that hitherto most authorities 
have derived their figures from weighted samples, since all their standards were 
derived from couples seeking advice about sterility. Reeent work by Macleod and 
by Davidson on volunteer fathers suggests that our previous standards have been 
too high. “The author quotes cases illustrating the fact that sperm density alone is 
an insufficient criterion of male fertility, and he shows that considerable variations 
can exist in the qualities of viability, morphology, as well as density. 

The characteristics of normal mucus are discussed, and the cyclical changes in 
the menstrual cycle described. The posteottal test and the invasion test are out- 


lined to assess the penetrability of the sperm, and it was found that in 190 consecu- 
tive cases sperm failed to penetrate in 150, equalling 79 per cent. Fifteen per cent 
of these cases were found to have pathogenic bacteria in the mucus. The relation 
of these bacteria to the sterility is discussed, and a series of 13 control cases de- 
scribed in which the mucus was cultured from women presumably healthy who came 
for contraceptive purposes. All these cultures were sterile. The author discusses 
the relation between subfertile semen and mucus hostility, and concludes that in 
seminology the whole question of standards has been most misleading. Whereas 
in other biologie fields, departure from the standard laid down indicates disorder 
‘ in the person investigated: in the case of sterility the emphasis may be thrown on 
the wrong partner in the marriage. The subfertile semen may not be the cause of 
a sterile marriage, and no semen examination should be considered complete without 
a posteoital test on the wife in order to obtain information concerning sperm pene- 
tration of the cervical mucus. 
Any method of assessment of the sterility of a couple must relate the subfertility 
in both partners to each other. [tis the marriage and not the individual that 
should be investigated ina case of sterility. 31 references. — Author's abstract. 


MISCELLANEOUS 


67. Dangers of Improper Vaginal Douching. v. Hinst, Council Blulls, 
lowa. Am. J. Obst. & Gynec. 64:179-83, July 1952. 


During the past several years the author has collected a number of cases (of 
which he reports 5 in detail) showing an apparent cause and effect relationship 
between the onset of pelvic inflammatory disease and the use of vaginal douches 
with pressure using a hand-bulb type of apparatus with an oeclusive introital cull 
for inflation of the vagina with douche solution. He reviewed the literature and 
found only | case of a serious though nonfatal accident following a routine douche 

4 and five instances of maternal deaths following vaginal powder insufllations during 
pregnaney near term. The parallelism in these and the author's cases is the use of 
air or fluid in the vagina under pressure. The only human experiment done on this 
problem is reported by Karnaky in fluoroscopic observations on six menstruating 
women in whom he was not able to pass sodium iodide solution higher than the 
internal cervical os with pressures up to 200 mm. of mercury. He did not state, 
however, whether these women were parous or nulliparous, nor did he state the 
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condition of their cervices. Tt cannot be assumed, therefore, that it is difficult or 
impossible to pass solutions retrograde through the cervical canal in all women, or 
even only at excessive pressures, and particularly in women whose cervices have 
been lacerated and injured during delivery. 

The whole question of the rationale of routine vaginal douches is inseparable from 
the fixed ideas the majority of women have in regard to their personal hygiene. 
From a strictly medical point of view there is little if any indication for routine 
douching in the absence of demonstrable pathology. The routine use, however, of 
vaginal douches for hygienic purposes is so universal the medical profession from a 
practical point of view is forced to recognize that a douche properly prepared and 
administered is harmless, that it is, therefore, an allowable concession to femin- 


inity, and, finally, that it is the responsibility of the medical profession to dissemi- 


nate the correct information on this subject. 

The following outline gives the accepted technies and practices in the use of 
vaginal douches: 

1. In order to avoid retrograde contamination and infection, douches should 
never be taken under pressure. 

2. Two types of douches are recognized: the first, a warm douche solution for 
cleansing or hygiene, and the second, a prolonged hot douche using only hot tap 
water to provide heat to the pelvie organs. 

3. A douche solution should always be acid, never alkaline, in order to maintain 
or promote the physiologic acidity of the vagina. The solution should have a pH 
between 5.0 and 3.5 and a convenient recommendation is a '44 to 'y of a cup of 
white vinegar or 2 teaspoonfuls of LS. P. lactic acid to a 2 quart douche receptacle. 
If a douche powder is desired only those powders giving a solution of the proper 
acid pit should be recommended, 

1. Precoital alkaline douches to promote conception are ineffective and contra- 
indicated. 

5. The use of alkaline douches in the treatment of mycotic vaginitis is no more 
effective than acid douches and is contraphysiologic. 

6. Acid vaginal jellies are more effective than douches for lowering and main- 
taining vaginal acid pit at the proper levels. 

7. A douche should always be taken lying down with the knees drawn up and 
hips raised either on a bedpan or on a heavy folded towel in the bath tub. The 
hips should be raised high enough so that the falling away of the intestinal viscera 
will provide negative pressure to aid in the distention of the vaginal by the weight 
of the douche solution. 

8. When along hot douche is used the temperature of the water is more important 
than the amount. An ordinary 2 quart douche bag filled with very hot water and 
with the flow carefully controlled by the pinch clamp on the tubing will provide a 
long hot douche of proper temperature and duration, 

9, Douches are not effective as a contraceptive measure. 

10. Douches are not necessary for postcoital hygiene provided both parties 
cleanse themselves with soap and water beforehand. 
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Lt. There is no harm in douching during the menstrual tlow. 
12. Douche equipment should be cleansed with soap and water after use and 
frequently sterilized by boiling. 5 references. Author's abstract. 


68. The Trealment of Genital Tuberculosis in the Female by Streptomycin and Para 
Iminosalieylic Acid. G. WOLSKEL, VIVIAN H. BARNETT, Shrewsbury, Eng- 
land. J. Obst. & Gynaec. Brit. Emp. 59:210- 43, April 1952. 


Twelve cases were reviewed, mainly of tuberculous endometritis extending over 
two years. 

The diagnosis was made by the histopathology of the uterine curettings and by 
culture of the latter, together with guinea pig inoculation, 

\ full dilatation of the cervix and curettage was regarded as essential. Strip 


curettage was considered to be liable to produce false negative results. The or- 


ganisms were typed and more than half were found to be bovine. Progress of 
treatment was evaluated by curettage, usually at monthly intervals. 

Duration of treatment was | to 5 months. 

Results of treatment: menorrhagia, cured; sterility, unchanged; amenorrhea, 
cured; weight, considerable increases made; adnexal masses, tended to subside; 
tubal patency, occurred in 2 cases. 

Conservative treatment necessitates a long stay in hospital, but the results are 
encouraging, as in all cases but one the curettings have become negative and have 
remained so. 3 references. 1 table.--Author’s abstract. 
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in over 100 cases of curgical : 
sepsis following operations of 
thorax, abdomen or limbs gave 
“none but the most favora bic 
effects in connection with orally 
administerad antibiotics . 
were never found to oceur, nor 
did we at any time observe: 
any other toxic reactions,” 


Thacher, F.: Selweis. med. 
Wehnsehr. 42:1. (Jan. 5) 1962. 


been good, It has been effectively 
used without difficulty by con- 
tinuous drip infusion for several 
days in the smallest infant .. .” 


Farley, W. J., Konleceny, L.; 


by oral therapy after 3-5 days, 
“is a singly effective, superior 
antibiotic in the treatment of 
peritonitis and... good result 
can frequently be obtained 
with this drug when [other 
antibiotics} have failed. It thu: 
Chas. Prizes & Co, tas. has great usefulness both 1s a 
Brooklyn 6, N.Y. primary therapeutic agent and as 
an alternate antibiotic,” 


Reiss, E., ot al.: A.M, A. Arch, 
Surg. 6¢:5 Clan.) 1962. 
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